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DA COSTA’S SYNDROME* (OR EFFORT SYNDROME) 


BY 


_ PAUL WOOD, M.D., F.R.C.P. 
Physician to Effort Syndrome Unit, E.M.S.; Physician to Out-patients, National Hospital for Diseases of the Heart 


I began this work in January, 1940, and started with an 
open mind, accepting the conclusion of modern authors 
(e.g., Paul White, 1937) that the cause and mechanism of 
“effort syndrome’’ are unknown. After surveying the 
English and American literature, after a year’s close 
personal contact with 300 patients, and as the result of 
certain researches I can no longer hold this opinion. As 
the story unfolds readers will form their own judgment, but 
whether they agree with me or disagree, and whether I am 
right or wrong, are less important than the proper presenta- 
tion of the facts. 


Terminology : Definition ; History 


Terminology.—It is recognized that no satisfactory name 
has been given to the condition which has been variously 
known as ‘‘the irritable heart of the soldier’’ (Da Costa, 
1871), ‘‘ effort syndrome ’’ (Lewis, 1917), ‘‘ neurocircula- 
tory asthenia ’’ (Oppenheimer et al., 1918a), and “‘ auto- 
nomic imbalance’’ (Kessel and Hyman, 1923). I urge 
the rejection of all these terms for reasons which will 
become apparent; nor do I feel morally bound to suggest 
a substitute, for I believe that the recognition of this syn- 
drome, as such, will die. Further, if it is at times convenient 
to speak of this group of physical signs and symptoms 
there can be no better name than Da Costa’s syndrome. 
This not only avoids reference to the heart, to the circula- 
tion, to effort, or to false or unproved mechanisms, but it 
has the unrivalled merit of making Da Costa responsible 
for its recognition as a distinct clinical entity, and is 
especially fitting if the syndrome is to become of historical 
interest only; moreover, it is not just another new name, 
for the condition always has been Da Costa’s syndrome, 
and might have been called so from the start. 

Definition.—Da Costa’s syndrome is characterized by a 
certain group of symptoms which unduly limit the subject’s 
capacity for effort, and by a number of signs depending 
upon disturbance of the autonomic nervous system, when 
such symptoms and signs are not due to any known organic 
disease. The cardinal sy mptoms are breathlessness, palpita- 
tions, fatigue, left thoracic pain, and dizziness ; the cardinat 
signs are those of functional disturbance of the respiratory, 
vasomotor, muscular, and sudomotor systems. It is 
admitted that this definition is concerned entirely with the 
Physical side of the picture, but it is from this aspect that 
the cases have been viewed by the majority of physicians 
from 1861 to 1941. If it proves nonsensical from the 
Psychological aspect so much the better, for I am defining 
a view which I believe to be obsolete. 


“ The a of three Goulstonian Lectures to the Royal College of Physicians of 


London, | 


History.—Lack of space forbids the publication of this 
curious history, and I must refer readers to the classical 
article of Da Costa (1871) and to those of Wilson (1916), 
Caughey (1939), and Fraser (1940). 


Occurrence 


Age.—In soldiers Da Costa’s syndrome necessarily occurs 
at military age, the average being 28.12 years in my series 
of 200 cases; but 18.6% began in early childhood and 48% 
in the teens and early twenties, In civilian life Craig and 
White (1934) found 31.5 years was the average age in their 
series of 50, and McCullagh (1934) stated that 96 out of a 
series of 110 cases ranged between 20 and 40 years. Never- 
theless Da Costa’s syndrome is common in children and 
may occur in the elderly. Thus in the constitutional group 
reported by Oppenheimer and Rothschild (1918b, 1918c) the 
average age of onset was 11.8 years. A similar condition 
has been investigated in children by numerous observers— 
e.g., Martius (1899), Bass and Wessler (1913), and Lincoln 
(1928)—often in association with orthostatic albuminuria, 
but they failed to link these children with their adult 
prototypes. 

Sex.—It is possible that the curious lack of recognition 
of Da Costa’s syndrome in civilian life is due to the fact 
that it is commoner in women: the change of sex, plus the 
lack of khaki uniform, seems to have proved an effective 
disguise. ‘‘ Effort syndrome’’ in the male soldier becomes 
cardiac, respiratory, or other neurosis in the female civilian. 
The actual figures are about 3 to 2 in favour of women 
(White and Jones, 1928; McCullagh, 1934). 

Occupatton.—Although all occupations are represented 
(Da Costa, 1871) Table I shows a preponderance of those 


Tasie 1.—Pre-war Occupation 


Author No. of Cases | Light Work 

Lewis (1917) 543 57 
Friedlander and Freyhof (1918) me 50 53 
Oppenheimer and Rothschild (1918b, 1918c): 

Constitutional group Re 4 80.4 

Cases background 39 49 
Swan (1921) Ae 58 65.5 


employed in light work. The figures of Oppenheimer 
and Rothschild also show that these patients take up 
light work because they feel incapable of heavy work—not 
that clerks, previously fit, break down because untrained 
to physical effort. Our own E.M.S. histories confirm this. 
4194 
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I have been unable to get reliable control figures from the 
War Office, but I am told that the matter is receiving 
attention. 

Race.—Hume (1918) noted a low incidence among the 
Anzac troops, and from his figures it may be calculated 
that the ratio of British infantry to the Anzacs, corrected 
for the difference in total numbers, was as 7: 2.5. Brooks 
(1924) states. that fully 66% of his patients were Jews, 
especially Russian Jews; next he places the Italians, then 
the Irish, then Americans, Scandinavians, and lastly the 
negroes. I understand that Da Costa’s syndrome was as 
much a problem in the German armies as it was in those 
of the Allies (Rudolf, 1916). Thus, although no race is 
immune, the emotional races are more susceptible than the 
stolid. 

Frequency.—According to Lewis (1940) there were about 
60,000 cases of ‘‘ effort syndrome’”’ in the British Forces 
during the last war, and of these men about 44,000 received 
pensions. Fraser (1940) gives a figure of about 29,000 
invalided from the Army and Navy up to May, 1918, and 
says they comprised 80% of all cardiovascular disorders. 
Among civilians Paul White (1937) finds an incidence of 
13.7% of 5,000 patients complaining of symptoms referable 
to the cardiovascular system; he also said that 19.6% of 
those with ‘‘ neurocirculatory asthenia’ had organic heart 
disease; and, conversely, that 4.7% of the organic cases 
had ‘‘neurocirculatory asthenia.’’ McCullagh (193+) 
found that 2.16% of 2,680 admissions to the Cleveland 
General Medical Clinic had ‘‘neurocirculatory asthenia.”’ 
Colonel Tidy informs me that Da Costa’s syndrome is not 
a military problem so far in this war. There are but two 
special centres in England and one in Scotland, and we 
have had only about 700 cases at the largest of these. 

Service.—Table II shows the relation of Da Costa’s 
syndrome to the manner of enlistment. Earlier and later 
groups are compared in order to show the fall in the number 
of reservists and the rise in the number of conscripts. In 
the whole group of 200 cases volunteers took first place with 


an incidence of 30%. This is no accident: volunteers 
I].—Manner of Enlistment 
First 50 Cases | Last 50 Cases Total 
Series of 200 
40 
Regulars .. 10 6 6.5 
Reservists 44 4 19.5 
Territorials 14 24 19.5 
Volunteers 28 24 30 
Conscripts 4 42 24.5 


include those who wish to avoid conscription in order to 
exercise more choice in the selection of their duties; those 
who believe they will be rejected on medical grounds and 
wish to impress their friends with their moraleworth; those 
who hope that Army life will cure them of their troubles ; 
those who act impulsively in a passing fit of patriotism and 
withhold information which might bring about their rejec- 
tion. Of the first hundred patients there were 52 from 
France ; of the second hundred the majority were from 
training camps in Britain. Only a few had been in action. 
Since the man who first breaks down on active service did 
not break down in his training camp, the lower the 
incidence of active service cases the poorer the material. 
In this respect our cases compare unfavourably with those 
reported by Hume (1918). 
Symptoms 

Table IIL gives the incidence of major and minor 
symptoms as recorded by several authors and as found in 
my series of 200 cases. Nervousness was difficult to assess, 


for many patients were suspicious if their nervous integrity 
was doubted, and seemed anxious to retain a cardiac label. 


Tasce IIl.—Symptoms 


« 
Symptom 275 Beg -ES] | vd 
ES] | AR | BS 
% % 70 % % % % 
Breathlessness 100 | 77 67.51 975] 74 | 93 
Palpitations 96} 80 74 35.4 | 65 2 | 89 
atigue 68 44 40 
weats 81 | 20 54 15 80 
Nervousness 100 44 25) 55 179 
izziness .. 96 | 36 54} 40.3 | 50 55 | 78.5 
Pain (left chest) 84] 64 88 76.8 | 60 56 | 78 
Headaches .. 30 52-1 925 
Trembling .. 40] 18 65 
Sighs 35 62 
Flushes 75 | 10 32 57 
Paraesthesia 12.5 56 
Dry mouth .. és 55 
Syncope... 46 | 20 10 9.8 13, | 34.5 
Vomiting or diarrhoea .. ie 12 23 | 26 
Insomnia .. 18 42 | 18.5 
Frequency of micturition ye 10.5 
Anorexia... 30 | 20 


The figures show that breathlessness, palpitations, fatigue, 
sweats, nervousness, dizziness, and left thoracic pain are 
the most frequent symptoms, occurring in more than three- 
quarters of the patients. Minor symptoms, comprising 
headache, trembling or shakiness, sighs, flushes, throbbing, 
cramps, paraesthesia, and dry mouth, occurred in half to 
three-quarters of them. Less common were syncope and 
significant gastro-intestinal symptoms, with an incidence 
of 34.5 and 26% respectively. Relatively rare were 
insomnia, anorexia, and disturbances of the bladder. I 
failed to obtain the percentage incidence of phobias and 
nightmares, but they were common. In Barlow’s series of 
382 cases nightmares occurred in 23% (1920). 

Although Lewis (1917) states that many of these 
symptoms are no more than exaggerated manifestations of 
healthy responses to effort, on questioning 50 normal young 
men (doctors, medical students, technicians, and soldiers) 
I found that extreme effort rarely produced more than 
breathlessness and fatigue. About a quarter noted 
dizziness,-and a quarter mentioned a_ stitch—but not 
inframammary pain. Palpitations occurred in 16% ; head- 
ache, trembling, and throbbing each in 6% ; nervousness 
and sighing not at all; and most of the other symptoms 
were absent. 

In Da Costa’s syndrome the chief complaint was palpita- 
tion of the heart in 30%, left inframammary pain in 29%, 
breathlessness in 20%, fatigue in 11%, and dizziness in 
10%. In the controls the chief symptom was breathlessness 
in 80%, fatigue in 12%, palpitation of the heart in 4%, 
dizziness in 2%, and pain in none, 

This comparison throws doubt on the idea that Da Costa’s 
syndrome is produced by the same mechanism as _ that 
which determines the symptoms of normal people during 
extreme effort. Further, some of these symptoms have 
particular characteristics which are very significant, for 
they suggest a different interpretation. What is described 
as breathlessness, for example, is often rapid shallow 
breathing or a feeling of inability to obtain a satisfying 
breath; and sweating nearly always refers to the palms of 
the hands, the soles of the feet, and to the axillae—areas 
which sweat very little during effort in controls. Again, 
the symptoms of Da Costa’s syndrome are rarely, if evef, 
confined to exertion. They may occur at any time during 
the day or night, and they are invariably provoked by 
emotion. 

Now compare the symptoms of Da Costa’s’ syndromé 
with those produced by some of the unpleasant emotions— 
e.g., panic, fear, anxiety, and horror. They have been 
well described by Darwin: ‘‘ During fright the heart beats 
quickly and violently, so that it knocks against the ribs; 
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put it is very doubtful whether it then works more 
efficiently than usual, for the skin instantly becomes pale, 
as during incipient faintness.’’ Altered breathing is 
avariable—it is usually hurried, and as fear increases to 
terror it becomes laboured. ‘‘ Under slight fear there is a 
strong tendency to yawn.’’ Nervousness is taken for 
eranted, for nervousness is fear. ‘‘ That the skin is much 
affected under the sense of great fear we see in the 
marvellous and inexplicable manner in which perspiration 
exudes from it This exudation is all the more remarkable 
as the surface is then cold.’’ After extreme fear there is 
utter prostration. ‘‘ One of the best-marked symptoms is 
the trembling of all the muscles of the body ’’ (Darwin, 
1872). Several others may be added: faintness, with or 
without loss of consciousness, is common, especially in 
women: weakness of the legs, so that the knees knock 
together, is familiar to many ; worry and headache may be 
partners ; flushes reveal the shame, embarrassment, or 
anger we are striving to hide ; the tongue is said to cleave 
to the roof of the mouth in moments of great fear ; 
one may be “sick with apprehension ’’; frequency of 
micturition, or diarrhoea, may disturb the candidate for 
an examination or the soldier before he goes over the top. 


Signs 
Although examination reveals no evidence of organic 
disease it is very helpful as a means of checking the validity 
of the patient’s complaints, for signs of disturbance of the 
autonomic nervous system are almost invariable (Table IV). 


Taste IV.— Signs 


General : % % % % % 
|. Facies 31 
. Nervousness. . 48 
Cardiovascular : 
3, Cold blue hands 45 
4. Flushes 36.5 54 
5, { Resting pulse > 90 per minute 3 28 86 
5 nding pulse > 100 per minute... 35 
6 Overaction of heart or great vessels . 44 
Blood pressure > 150/ 27 
7. Deceleration time > 2 minutes .. + 1 2o 50 
Respiratory : 
8. Frequent sighs 32 
. Hyperpnoea or tachypnoe: 215 
10. Breath-holding < 30 seconds .. 76 
Sudomotor : 
MN. J Visible sweat on palms .. ee eh 67 92 
(Sweat trickling from axillae .. 
Skeletal and Muscular : 
12. Tremor or shakiness 265 % 76.7 | 86 
13, physical development call 40 77.5 
Asthenic posture .. 41 
l4. Hyperalgesia in area of left thoracic pain + 26.8 


All of them may be found in recognized forms of 
Psychoneurosis, and may be seen in normal persons under 
the influence of certain emotions. On the other hand, 
nervousness, cold blue clammy hands, and sighs are inde- 
pendent of effort both in patients and in controls. 


The signs present are roughly proportion’ ‘. number 
to the severity of the case, as judged by the Army category 
Técommended on discharge from hospital (Table V). The 
Tatio in the right-hand column illustrates this best, and is 
80 computed because the choice between Categories C and 

may depend upon the national importance of the 
Patient’s civil occupation. There were 165 cases in this 
series, and 87% had three or more signs. In a series of 
50 controls (young doctors, medical students, and healthy 
Soldiers) only 1 showed three signs, and only 3 showed two 
Signs ; there were 22 with a single sign and 24 with none. 


Taste V.—Significance of Clinical Signs ( 165 Cases) 


Category Returned 


: Ratio 
Ca 

Al Cc E AI:C+E 
Full Duty | Light Duty | Totally: Unfit 


0-2 21 16 5 0 a3 

3-4 37 13 15 9 1:2 

5-6 48 13 20 15 £23 

7-8 31 6 15 10 a. oe 

9-10 20 0 10 10 0:20 

11-14 8 0 0 8 0:8 
Diagnosis* 


Da Costa’s syndrome is often diagnosed as rheumatic 
carditis, toxic myocarditis, weak or tired heart, cardiac 
strain, anaemia, V.D.H., thyrotoxicosis, pulmonary tuber- 
culosis, pleurisy, influenza, angina pectoris, or malingering. 
There is little excuse for these errors: the family history 
gives a clue in over 50% ; the patient’s history is diagnostic 
in about 75% (Lecture III); there are about twenty 
characteristic symptoms, and some fourteen characteristic 
signs. Da Costa’s syndrome is a positive diagnosis, not a 
negative one. 

It is often said that the symptoms of “‘ effort syndrome ”’ 
are indistinguishable from those of early organic heart 
disease ; that on the history it is impossible to say that the 
case is not one of mitral stenosis. During the last year I 
have examined 100 recruits with early organic heart 
disease. There were 80 with rheumatic heart disease 
(various combinations of aortic and mitral disease), 18 with 
congenital heart disease of various kinds, 1 with auricular 
fibrillation of unknown origin, and 1 with paroxysmal 
supraventricular tachycardia. Symptoms occurred in 21, 
and in 13 of these the characteristic features of Da Costa’s 
syndrome were present. The lack of any relation between 
the symptoms and the size of the heart (Table VI) supported 


TasLe VI.—Relation of Symptoms to Size of Heart in Conseripts with 
Uncomplicated Organic Heart Disease 


Symptoms 
argement (as judged on 3 Like those o . 
Cases Probably |Total with 
X-ray Screen) None Candies Symptoms 
None .. 32 24 7 1 8 
Slight .. : 39 31 3 5 8 
Moderate 23 20 2 3 
Considerable .. 6 4 1 2 


the view that the symptoms were not of cardiac origin. 
Only 8% had symptoms which appeared to be referable to 
the heart itself. The remaining 79 cases were symptom- 
free, and 59 of these patients were known to be capable of 
exerting themselves to the full, either in their work or in 
sport. It is concluded that inactive early organic disease 
rarely produces symptoms, and should not be confused 
with Da Costa’s syndrome. : 


Mechanism of Somatic Manifestations: Left 
Inframammary Pain 


A complete review of the English and American litera- 
ture, from the heated discussion in the British Medical 
Journal of 1858 (C. Coote; Inman; Fuller) to the latest 
remark by Spillane (1940), reveals the astonishing fact that 
not only the cause but also the site of origin of left infra- 
mammary pain is unknown. The best description of it is 
that by Fuller (1858) as it occurred in himself; details have 
been added by Baker (1930). There have been, and still 
are, four main views as to its origin: that it is cardiac 
(Martyn, 1864; Cowan and Ritchie, 1935; Bourne and 
Wittkower, 1940); that it is referred from faulty function 
of muscles or ligaments about the spine (H. Coote, 1858)— 


* The section under this heading will be dealt with more fully in the Proceedings 
of the Royal Society of Medicine. 
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a theory made plausible by the experimental work of 
Keligren (1940) ; that it is a myalgia, resulting from fatigue 
of accessory muscles of respiration (Inman, 1858 ; Broad- 
bent, 1875; Briscoe, 1920, 1927); that it is imaginary 
(Schnur, 1939). 


I have made some observations on the source of 
inframammary pain. By stimulating interspinal ligaments 
with 6% saline Lewis and Kellgren (1939) have shown that 
it is not possible to distinguish visceral from somatic pain 
by its character. The special features of left inframammary 
pain do not therefore determine its origin. I have con- 
firmed this fact in four subjects who were unable to 
distinguish between spontaneous pain, induced local pain, 
and induced referred pain. 

There are three good reasons why the pain is not 
imaginary: its character and behaviour are too uniform ; 
medical colleagues who have suffered from it are good 
witnesses of its reality ; and although it may be abolished 
by certain injections, presently to be described, I have 
never succeeded in having any effect upon it by injections 
through the same skin puncture but into the wrong 
structure. Schnur’s (1939) work is not in disagreement, for 
his success in relieving pain by trivial injections admittedly 
depended upon strong counter-suggestion, and any pain 
may be removed from consciousness by such a method ; 
even major operations have been performed successfully 
and painlessly under hypnotism. 


Is the Pain Local or Referred ? 


Granting, then, that the pain has a bodily foundation, we 
have next to consider whether it is local or referred. 
Lemaire (1926) first showed that pain referred from viscus 
could be abolished by anaesthetizing the skin in the area 
where it was felt. His work was confirmed by Weiss and 
Davis (1928), Rudolf and Smith (1930), and Morley (1931). 
On the other hand, Woollard, Roberts, and Carmichael 
(1932) were unable to influence, by cutaneous anaesthesia, 
the shoulder-tip pain produced by pinching the proximal 
end of the divided phrenic nerve in 9 cases of phrenic 
avulsion. The evidence is therefore conflicting, and the 
controversy is not yet settled. 


When pain is referred from some muscular or ligamentous 
lesion it is not relieved by skin anaesthesia or by nerve- 
block, according to experiments made by Kellgren (1938). 
On the other hand, my own observations suggest that it 
may be so relieved. 


Experiment 1.—0.3 c.cm. of 6% saline was injected into the 
third right interspinous ligament after anaesthetizing the super- 
ficial tissues. Considerable pain was referred to an area just 
above the right nipple. The skin in this region was quickly 
anaesthetized with 2% novocain, with prompt relief. Owing 
to the transient nature of pain produced in this way I could 
not be sure that it would not have passed away as quickly 
without interference. A second injection of 0.3 c.cm. of 6% 
saline- was therefore given into the same interspinous ligament, 
but only a trivial and very fleeting pain developed anteriorly, 
which vanished almost as soon as it was noticed. 

Experiment 2.—0.15 c.cm. of 6% saline was injected into 
the fourth right interspinous ligament. Pain was referred to 
an area just below and external to the right nipple. It was 
described as severe and pressing in character. Cutaneous 
anaesthesia afforded immediate relief. Double the dose of 
saline was then injected into the same interspinous ligament, 
but no pain whatever developed anteriorly. 


It seems, therefore, that pain referred from viscus or from 
ligament may or may not be relieved by cutaneous 
anaesthesia. The effect may depend upon the intensity of 
the stimulus. 


I am certain that cutaneous anaesthesia does not 
influence the local pain produced by injecting saline into 
intercostal muscle. Four experiments were made, and as 
they were all alike I will describe only one. 


Experiment 3.—An area of skin measuring about 30 sq. cm., 
rounded in shape, in the left submammary region, was 
anaesthetized with 2% novocain until a pin-prick could not be 
felt. Only 0.1 c.cm, of 6% saline was then introduced, 
through the middle of the anaesthetic area of skin, into the 
intercostal muscle. Severe pain resulted, maximum beneath 
the centre of the anaesthetic area, and spreading diffusely out- 
wards all round. Local tenderness was associated. 


_I am also certain that spontaneous local pain resulting 
from injury to ligament is uninfluenced by cutaneous 
anaesthesia. 


Experiment 4.—Advantage was taken of a case of dislocation 
of the second left costo-chondral junction. There was con- 
siderable local pain and tenderness. The skin covering the 
painful region was anaesthetized to pin-prick, but no relief 
was afforded. 


Bearing these facts in mind, I investigated the effect of 
cutaneous anaesthesia on five cases of Da Costa’s syndrome 
in which there was left inframammary pain. Confluent 
cutaneous wheals and pallor were produced in a rounded 
area 6 to 7 cm. in diameter, immediately over the tender 
spot, by the intradermal injection of 2% novocain with 
adrenaline, until the skin was proved anaesthetic to pin- 
prick. The pain and tenderness were uninfluenced in 
every case. This suggests, but does not prove, that the 
pain is local. 


1 have found no evidence in the literature relating to 
the effect of intramuscular novocain on referred pain. 
Although there is no reason to suppose that it would have 
any effect the point is too important to leave unchecked. 


Experiment 5.—0.3 c.cm. of 6% saline was injected into the 
fifth left interspinous ligament. A sharp pain, indistinguish- 
able from the spontaneous variety, developed below the left 
nipple. 5 c.cm. of 0.5% novocain was at once injected into 
the intercostal muscle at the site of maximum pain, where there 
was a local tender spot. Relief was not obtained, and the pain 
lasted another four minutes. 

Experiment 6.—This patient complained of spontaneous 
pain in the third left intercostal space between the sternum 
and the nipple line. There was tenderness in the third inter- 
spinous space at the time of the experiment, but no pain 
anteriorly. 0.15 c.cm. of 6% saline was injected into the third 
left interspinous ligament, and pain was referred to the fourth 
intercostal space anteriorly—one space lower than the site of 
his spontaneous pain. There was an associated tender spot. 
Into this 5 c.cm. of 0.5% novocain was injected intramuscu- 
larly, but there was no relief. As the pain was rather severe 
and persistent, 2 c.cm. of 0.5% novocain was injected into the 
stimulated interspinous ligament, with immediate effect. 

Experiment 7.—0.3 c.cm. of 6% saline was injected into the 
fourth right interspinous ligament of one of my colleagues. 
Moderate pain developed below the right nipple, but seemed 
to be passing off just before the intramuscular novocain was 
given. A further 0.3 c.cm. of saline was therefore injected 
into the same interspinous ligament, and pain was at once 
referred to the same site as before, despite the presence of 
5 c.cm. of 0.5% novocain in the intercostal muscle at the site 
of the tenderness. 


It is concluded from these experiments that intramusculat 
novocain has no effect upon pain referred from ligament. 
I think it may be assumed that it has no effect on any 
referred pain. On the other hand, it is well known that 
local intramuscular injections of novocain abolish the local 
pains of such lesions as fibrositis. 


The effect of injecting 2 c.cm. of 2% or 5 c.cm. of 0.5% 
novocain into the intercostal muscle at the site of tenderness 
was observed in 11 patients complaining of left infra 
mammary pain. Distress was sometimes experienced as the 
needle penetrated the superficial intercostal fascia. Both 
pain and tenderness were promptly abolished in all cases. 
Skin anaesthesia was never obtained, locally or over the 
area supplied by the intercostal nerve, proving that the 


latter was not blocked. The above experiments indicate } 


that left inframammary pain is local. 
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Pain felt at or near the inferior angle of the left scapula 
was investigated in two cases ; in both, the posterior pain 
was accentuated by pressing upon the anterior tender spot, 


but the anterior pain was not influenced by pressing on the | 


posterior tender spot. In the first case 2 c.cm. of 2% 
novocain was injected into the intercostal muscle at the site 
of the anterior tender spot with complete relief of both 
anterior and posterior pain and tenderness. Pressure upon 
the anterior tender spot no longer produced pain behind. 
In the second case the skin over the posterior tender spot 
was anaesthetized with 2% novocain, whereupon the pain 
shifted an inch or so lower down. The new area was then 
anaesthetized, and the pain was abolished. Pressure upon 
the anterior tender spot no longer induced posterior pain. 
It is concluded that this posterior pain was referred from 
the anterior lesion. This confirms the observations made 


_ by Parkinson (1919), who found that pain at or near the 


inferior angle of the left scapula never preceded left 
mammary pain, but that it came either at the same time 
or subsequently. The lack of any association in the mind 
of the patient between the angle of the left scapula and the 
heart was shown by Schnur (1939), and is therefore further 
evidence that inframammary pain has a somatic foundation. 


Cause of Inframammary Pain 

The cause of the pain is more elusive than its site of 
origin. Its association with neurosis is incontestable 
(Broadbent, 1875; Kellogg and White, 1932; Schnur, 
1939). But it is not enough to dismiss it as neurotic: it 
is still pertinent to ask, What is the mechanism of its 
expression? If the problem is one of psychosomatic 
medicine, it is no less a problem. 

Sir Charlton Briscoe (1920, 1927) studied the behaviour 
of the respiratory muscles for many years, and revived 
the theory that inframammary pain might be due to fatigue 
of the muscles involved in exaggerated thoracic breathing, 
mentioning especially the scalenus anticus and_ the 
triangularis sterni. He designed a spring belt, to be worn 
round the chest, in order to inhibit thoracic and encourage 
diaphragmatic breathing. Unfortunately he failed to 
distinguish left inframammary pain from angina pectoris, 
and his findings were discredited on this account. 


Although ignorant of his work at the time, and having 
been led to the conclusion that the pain was coming from 
muscle or related structures in the chest wall, I investi- 
gated the method of respiration in 150 cases of Da Costa’s 
syndrome by means of x rays. During routine screening | 
picked out those in which diaphragmatic movement was 
very good (14 cases) and those in which it was very poor 
(14 cases), and found that of the former group 4 had 
pain, compared with all 14 in the latter. As this differ- 
ence seemed significant the investigation was elaborated. 


The diaphragmatic excursion was measured from its 
Position at the end of quiet expiration to that on full 
Inspiration (the tctal movement from complete expiration 
to complete inspiration was usually normal, the diaphragm 
assuming a position of rest near its limit of full inspiration 
in those with poor phrenic movement but retaining its 
power of complete expiration), and the expansion of the 
lower and upper thorax was measured with a tape 
measure at the level of the ninth costal cartilage and at 
the highest possible level under the arm respectively. The 
Presence or absence of pain was unknown until the 
examination had been completed and the results recorded. 
Table VII confirms the original observation, and shows 
that pain is associated not only with poor phrenic move- 
ment but also with poor thoracic expansion. 


To see whether extremes would yield more convincing 
results, I noted those cases in which the sum of the lett 
and right phrenic excursion measured 4 cm. or less, and 


Taste VII 
Respiratory Movement 
No. of 
Cases Diaphragm Lower Upper 


Thoracic Thoracic 


cm. cm. cm. 
Pain absent or trivial ne  S 5.66 4.84 4.2 
Pain moderate or severe... 47 4.65 3.3 35 
Average .. ne <p 100 5.18 4.1 3.87 


those with a lower thoracic expansion of 2 cm. or less 
(the upper thoracic expansion was very rarely diminished 
alone). Of 43 cases with these poor measurements, 66% 
had significant pain and 14% had none; whereas of 57 
patients with measurements exceeding these limits, only 
14% had significant pain, while 60% had none. Table VIII 


Taste VIII 
No. of Significant | Pain Trivial 
Cases Pain or Absent 
% % 
Relatively good breathers (diaphragmatic 40 12.5 87.5 
movement > cm.; lower thoracic 
expansion > 3 cm.; upper thoracic 
expansion > 2.5 cm. 
Bad phrenic movement: 4 cm. or less 235 72 28 * 
(normal thoracic expansion) 
Bad thoracic expansion: lower measure- 16 75 25 
ment cm. or less (normal phrenic 
movement) 
Bad phrenic + bad costal movement 10 90 10 


gives a more detailed analysis, and is even more con- 
vincing. When both diaphragmatic and lower thoracic 
movements were at fault 90% had pain ; but only 12.5% 
had pain when both of these movements were good. 


Muscular Strain 


It is concluded that there is some association between 
left thoracic pain and poor diaphragmatic or lower thoracic 
movement. Since very few patients had pain while these 
measurements were being made, pain is unlikely to have 
been responsible for the functional disturbance of the 
respiratory muscles. It is therefore suggested that 
functional disturbance of the respiratory muscles may be a 
factor in pain production. It has already been noted that 
the diaphragm fails to relax properly, approaching its limit 
on inspiration but falling far short of it on expiration—a 
fact which suggests that the respiratory muscles are in a 
state of tonic contraction. These muscles, so often poorly 
developed, might well become fatigued or strained, 
especially when called upon to do increased work, as on 
effort or as a result of emotion. Douglas and I reproduced 
the pain, in 8 out of 19 cases in which it was the leading 
symptom, by asking the patient to breathe vigorously for 
a few minutes. 

This hypothesis does not, however, explain why the pain 
is left-sided. I was unable to confirm C, Coote’s (1858) 
suggestion that it was associated with the common type of 
scoliosis with concavity to the left. Two other reasons, how- 
ever, suggest themselves: (1) the pain is actually bilateral 
in 25%, and there are often odd pains in other sites, but 
the patient focuses his attention on the pain which he 
believes to be coming from his heart; (2) the heart itself, 
bumping with undue vigour against the chest wall, may 
act as a traumatic factor. The first suggestion has the 
support of psychiatric studies; the second would explain 
why lying on the left side so often aggravates the pain—a 
posture which rests the thoracic muscles of respiration 
on that side at the expense of the diaphragm (Webb, 
Forster, and Gilbert, 1921 ; Butler and Dana, 1928), but 


} 
| 
| 
| 
f 
} 
% 
4 
pried 


Ti2 


May 24, 1941 


DA COSTA’S SYNDROME 


THE BRITISH 
MEDICAL JOURNAL 


which increases the impact of the heart against the chest 
wall. 

There is another group of cases in which left thoracic 
pain is obviously the result of muscular strain. There were 
6 such cases out of a series of 36 patients who complained 
of severe pain. In these instances pain was the initial 
symptom, the onset being sudden and dramatic, and 
occurring when the patient had no thought of heart disease. 
A good and common example of the kind of effort respon- 
sible for these lesions is cranking an engine; another 1s 
lifting a heavy weight. Various muscles may be affected, 
but after testing the effect of vigorous contraction of 
individual muscles on the pain I believe that the attach- 
ments of pectoralis major and minor, of the external 
oblique, and of the upper slip of the rectus abdominis, to 
the fifth rib, are especially susceptible. When the pectorals 
are to blame pain may be referred to the left arm. Some 
of these patients volunteered that they felt something snap 
in their chests. 


To sum up, Jeft inframammary pain arises in local 
muscular or fibrous tissue; it may be due to fatigue or 
strain of respiratory muscles in cases with respiratory 
neurosis; to strain of certain muscular attachments 
involved in such actions as cranking a lorry or lifting 
a heavy weight; to incessant minimum trauma from the 
overacting heart of cardiac neurosis; it is predisposed to 
by poor physique in Da Costa’s syndrome; it is maintained 
and exaggerated by the belief that it arises in the heart. 
Several of these factors may operate together. 

(Lectures II and III will appear in our next two issues. The 
complete list of references will be appended to the third 
lecture.) 


CEREBRAL SYMPTOMS OCCURRING 
DURING SULPHAPYRIDINE TREAT- 
MENT OF MENINGOCOCCAL 
MENINGITIS 


BY 


D. F. JOHNSTONE, M.R.C.S., L.R.C.P., D.P.H. 
Medical Superintendent, City Isolation Hospital, Plymouth 
AND 


P. FORGACS, M.B., B.S. 
Resident Medical Officer, City Isolation Hospital, Plymouth 


The value of sulphapyridine in the treatment of meningo- 
coccal meningitis is established beyond doubt. According 
to our own experience as well as the large number of 
papers published on the subject, rapid improvement of 
the clinical picture and an uneventful recovery can be 
confidently forecast provided that the dosage is adequate 
and the patient not hopelessly overwhelmed by an acute 
meningococcal septicaemia. Moreover, the drug is gener- 
ally accepted as having a large margin of safety, and such 
common toxic manifestations as occur during treatment 
are usually more unpleasant than dangerous. Of the more 
serious complications, the possibility of an acute haemo- 
lytic anaemia, or anuria following obstruction of the renal 
tubules by sulphapyridine crystals, should be borne in 
mind. Fortunately both conditions are very uncommon, 
and neither has been observed in our own series of cases. 
Agranulocytosis is a well-recognized sequel of prolonged 
treatment with sulphapyridine, but as in meningococcal 
meningitis large doses are usually given over short periods 
the possibility of this complication need not be considered 
seriously. 


The 5 cases described below are chosen from 70 cases 
treated at this hospital since the beginning of 1940. Their 
clinical history suggests that heavy doses of sulphapyridine 
may give rise to cerebral symptoms closely simulating 
those of acute meningitis, which may therefore be errone- 
ously ascribed to the infection itself. As this type of toxic 
reaction may lead to death unless administration of the 
drug is promptly discontinued, it is unnecessary to stress 
the importance of recognizing it at the earliest possible 
moment. 

Case I 


A boy aged 14 was taken ill suddenly, with headache and 
vomiting, in the morning of February 12, 1940. By the 
evening he was in a semiconscious state, and a lumbar punc- 
ture performed at home showed purulent cerebrospinal fluid. 
He was given four injections of 2 c.cm. of sodium sulpha- 
pyridine (10 grains) at four-hourly intervals during the night. 


He was admitted to hospital in the morning of the 18th 
in a semicomatose state. He was very irritable, and showed 
intense head retraction and spasm of the hamstrings. There 
was a profuse petechial rash on the trunk. The cerebro- 
spinal fluid was under increased pressure, was turbid, and 
contained numerous pus cells and meningococci. Sodium 
sulphapyridine 3 c.cm. was given intramuscularly on admis- 
sion, and was continued every three hours. On the 14th there 
was a slight improvement, but the cerebrospinal fluid was still 
turbid and under increased pressure. On the 15th the fluid 
became clearer, but the boy was still restless and confused. 
The dosage of sulnhapyridine was now reduced to four-hourly 
injections of 8 c.cm. Although on the 16th the cerebrospinal 
fluid was clear and under normal pressure, his general con- 
dition, restlessness, and confusion became steadily worse, and 
he died at 9 p.m. 

Case II 


A male baby aged 20 months was taken ill on March 23, 
194V, with abdominal pain and vomiting. He was admitted 
to a general hospital on April 1, but no signs suggestive of 
meningitis were found during the first four days. On the 5th 
photophobia and head retraction were observed and Kernig’s 
sign became positive. A lumbar puncture was_ performed 
and some turbid fluid containing meningococci was withdrawn. 
He was given 7} grains (one tablet) of sulphapyridine and 
transferred to this hospital. 

On admission the presence of pus cells and meningococci 
in the cerebrospinal fluid was confirmed. The child was 
drowsy and showed the characteristic signs of meningitis— 
well-marked head retraction, positive Kernig’s sign, and 
intense photophobia. There was no rash. Sodium sulpha- 
pyridine 2 c.cm. was injected intramuscularly, and 1.4 c.cm. 
was given every four hours. On the 6th there was no change 
in his condition. The cerebrospinal fluid, however, was under 
normal pressure and was much clearer than on the previous 
day. During the next two days the fluid became clear, but 
there was no corresponding improvement in the clinical signs. 
The child was still very drowsy, and head retraction was 
pronounced. On the 9th the dose of sodium sulphapyridine 
was increased to 8 c.cm. six-hourly. The cerebrospinal fluid 
was still clear and under normal pressure, but head retrac- 
tion and drowsiness remained. On the 18th the dose of 
sulphapyridine was reduced to 3 c.cm. twelve-hourly. Next 
morning slight improvement was noticed, but the patient's 
condition deteriorated later in the day, and he died during 
the night. 

Case III 


A girl aged 7 was admitted to hospital on July 14, 1940, 
twenty-four hours after the onset of her illness. She was 
drowsy but not unconscious, and resented examination. Neck 
rigidity and spasm of the hamstring muscles were well marked, 
bit no petechial haemorrhages were scen. The cerebrospinal 
fluid was turbid and under increased pressure ; microscopical 
examination showed numerous pus cells and meningococci. 

As she was unable to take sulphapyridine by mouth the 
drug had to be given by intramuscular injection. Sodium 
sulphapyridine 3 c.cm was administered immediately, and the 
injections were repeated three-hourly throughout the next 
forty-eight hours. Next day she was still confused and rest 
less, and the cerebrospinal fluid was turbid, although n0 
longer under increased pressure. On the 16th the dosage of 


sulphapyridine was reduced to 2 c.cm. six-hourly, Although 
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the fluid was only faintly opalescent and was under normal 
pressure, stupor, confusion, and irritability persisted. At 
j1 a.m. on the 17th she began taking sulphapyridine by 
mouth—15 graius (two tablets) six-hourly. As it was sus- 
pected that the drug might be responsible for the failure of 
her mental symptoms to show improvement, corresponding 
with the almost normal appearance of the cerebrospinal fluid, 
the dosage was reduced at 11 p.m. to 7} grains six-hourly, and 
the drug was omitted altogether twenty-four hours later. 


On the morning of the 18th she was beginning to improve 
and was able to answer simple questions. On the 19th she 
was more alcrt and felt much better; neck rigidity was less 
marked. By the 20th all signs of meningeal irritation had 
disappeared ; she was mentally normal, and spasm of the ham- 
strings, neck rigidity, and headache were entirely absent. The 
temperature, however, rose slightly above normal, and one 
tablet of sulphapyridine was given six-hourly during the next 
twenty-four hours. On the 21st neck rigidity and a positive 
Kernig’s sign were again noticed, and as she began vomiting 
the dcse was reduced to one tablet eight-hourly, the drug 
being discontinued on the 22nd. Next day there were no 
abnormal symptoms or physical signs, and she made a rapid 
and uninterrupted recovery. 


Case IV 


This patient, a girl aged 10, was taken ill with headache 
and vomiting on April 14, 1940. She became delirious on the 
16th and was admitted to hospital in the afternoon in an un- 
conscious and extremely restless condition. Rigidity of the 
neck and a well-marked positive Kernig’s sign were found, 
but no petechiae could be seen... The cerebrospinal fluid was 
under greatly increased pressure, was turbid to the naked eye, 
and contained a large number of pus cells and meningococci. 

Sodium sulphapyridine 8 c.cm. was given intravenously 
on admission and intramuscular injections of 3 c.cm. were 
continued four-hourly during the next sixteen hours. The fol- 
lowing morning a lumbar puncture showed the cerebrospinal 
fluid to be almost clear and under normal pressure. She was 
much better, and was willing to take tablets by mouth. Two 
tablets (15 grains) four-hourly were substituted for the injec- 
tions. On the 18th she again became delirious, with pro- 
nounced neck rigidity. As the spinal fluid was quite clear and 
was under normal pressure the administration of sulphapyri- 
dine was discontinued. On the 19th there was a noticeable 
improvement in her general condition, and by the 20th she 
had lost all her symptoms and physical signs. Her convales- 
cence was uneventful. 


Case V 


A girl aged 11 was admitted to hospital on January 24, 


1941, twenty-four hours after the onset of the first symptoms— 
headache and vomiting. She was complaining of intense head- 
ache, but answered questions promptly and intelligently, and 
there was no restlessness. She had a good deal of head retrac- 
tion, and the lower limbs were held flexed at the hips and 
knees. No petechial haemorrhages were to be seen. Lumbar 
puncture showed purulent fluid under increased pressure ; 
from this meningococci were grown. 


The girl tolerated sulphapyridine well by mouth, and was 
given 221 grains on admission and 15 grains four-hourly for 
the next forty-eight hours. On the 25th head retraction and 
spasm of the erector muscles of the spine became more in- 
tense ; but there was no headache and she remained quiet and 
rational. During the evening of the 25th she became restless. 
But next morning she was confused and quite unmanageable ; 
neck rigidity was still well marked. The cerebrospinal fluid 
was under normal pressure, and was only faintly opalescent. 
The dose of sulphapyridine was reduced to 7} grains four- 
hourly, but, the restlessness not improving, the drug was 
omitted at 5.30 p.m. 

On the morning of the 27th the patient was quite rational, 


‘and rigidity of the neck and spasm of the erector spinae were 


much less noticeable. She continued to improve rapidly, and 
had lost all her abnormal signs by the morning of the 29th. 
She made an uninterrupted recovery. 


Discussion 


The most striking feature of the five cases reported above 
is the persistence of their cerebral symptoms in spite of 
intensive sulphapyridine treatment. Although this type of 
Clinical history was not at all unusual before sulpha- 


pyridine therapy of meningococcal meningitis was intro- 
duced, the average patient responds to the drug so rapidly 
and so well that some explanation must be found to account 
for those cases which are exceptions to this rule. 

The first and most obvious answer would be to call these 
cases drug-resistant and to suggest that their symptoms 
were due to persistence of the infection. A closer study 
of the case histories shows that this view is untenable. 
The appearance of the cerebrospinal fluid, which in this 
disease is a very reliable guide in assessing the response to 
treatment, showed gradual return to normal in every case. 
The patients’ symptoms, however, either became pro- 
gressively more severe (Cases I and II) or returned after 
a transient improvement (Case IV). The contrast is even 
more marked in Case V, whose first symptoms of cerebral 
irritation appeared on the third day of treatment, although 
the cerebrospinal fluid was by then under normal pressure 
and was almost clear. The strongest point against the 
infective origin of the cerebral symptoms is the marked 
improvement which occurs so rapidly after withdrawal of 
the drug. 

These facts not only contradict the theory of a drug- 
resistant infection but seem to indicate that the persistence 
and increasing severity of the mental symptoms were due 
to the toxic effect of sulphapyridine. If this view is 
accepted it is easy to see why improvement follows so 
quickly when the drug is omitted ; also, the reason for the 
discrepancy between the clinical picture and the appear- 
ance of the spinal fluid becomes obvious. It now remains 
to be seen how this type of toxic reaction can be recog- 
nized. 

It is often extremely difficult to decide whether cerebral 
symptoms persisting after the second or third day of treat- 
ment are due to the disease or to the drug. All the 
mental symptoms which our cases have shown—irrita- 
bility, restlessness, confusion, and stupor—are part of the 
clinical picture in acute meningitis, and by themselves may 
easily be ascribed to the infection. The differential diag- 
nosis is least difficult in patients who are mentally normal 
when first seen, and whose cerebral symptoms appear on 
the second or third day of treatment (Case V). The 
origin of the symptoms in such cases is obvious. Others 
show a clearly marked period of remission, after which 
the mental symptoms return in spite of continued intensive 
treatment. In some patients, again, the transition between 
the two sets of symptoms is imperceptible, and the diag- 
nosis cannot be made on purely clinical grounds. 

The temperature chart affords no assistance, being a 
most unreliable guide even in uncomplicated meningitis. 
The degree and type of pyrexia vary from case to case. 
Some of our patients have been apyrexial throughout their 
stay in hospital. Similarly, cerebral symptoms may occur 
in association with a raised as well as a normal tempera- 
ture. Clinical signs, such as head retraction and spasm of 
the hamstrings, are also misleading. These sometimes 
persist for days into convalescence, and their presence in 
association with cerebral symptoms must not be taken as 
a certain indication that the infection is still active. 

If it is suspected that the persistence of the symptoms 
is due to the toxic effect of the drug a lumbar puncture 
should be made without delay. If the fluid is clear and 
under normal pressure, administration of the drug must 
be discontinued immediately. Where this is done in time 
the prognosis is favourable and no additional therapeutic 
measures are required. On the other hand, if administra- 
tion of sulphapyridine is continued in these circumstances 
the outcome of the condition is likely to be fatal. The 
assistance afforded by lumbar puncture in the diagnosis 
of these toxic reactions raises the question whether this 
procedure should be carried out daily in all cases. We 
believe that this is unnecessary as a therapeutic measure 


. 
‘ 
| | 
| 


774 May 24, 1941 


POST-HAEMORRHAGIC LOSS OF VISION 


THE BRITISH 
MepIcCAL JOURNAT, 


in patients who respond well to drug treatment and in the 
absence of symptoms of increased intracranial tension. 
On the other hand, a sample of the cerebrospinal fluid 
should be obtained from every patient whose cerebral 
symptoms fail to clear up within two or three days after 
the beginning of treatment and in all cases in which these 
symptoms set in during the course of treatment or recur 
after a transient improvement. 

It is unlikely that any constant relation exists between 
the concentration of sulphapyridine in the blood or cerebro- 
spinal fluid and the appearance of this type of toxic 
reaction. Although the amount of sulphapyridine given in 
the first four cases is much higher than the dose which 
would be used to-day, a number of patients have taken 
similar large doses without ill effect. On the other hand, 
the dosage in Case V would not seem to be excessively 
high, and yet the patient developed toxic manifestations. 
It is probable that individual sensitivity to the drug plays 
an important part in the causation of these toxic 
symptoms. 

Conclusion 

The number of cases treated at this hospital during the 
past fifteen months is too small to allow us to draw any 
definite conclusions as to the incidence of cerebral symp- 
toms attributable to sulphapyridine treatment. It seems, 
however, that they are not at all uncommon. It is safe 
to say that the incidence of this type of toxic reaction is 
greater among children than among adults, and those 
receiving the drug by the parenteral route are more liable 
to it than are those taking it by mouth. 

Summary 


. 


Five cases of meningococcal meningitis showing persistent 
cerebral symptoms are reported. 

It is suggested that these symptoms were due to the toxic 
effect of sulphapyridine. 

We have to thank Dr. T. Peirson, medical cfficer of health 
to the city of Plymouth, for permission to publish the case 
notes. 


LOSS OF VISION FOLLOWING 
HAEMORRHAGE 


BY 


H. L. TIDY, M.D., F.R.C.P. 


Physician to St. Thomas's Hospital ; Colonel, Consulting Physician to the 
Army at Home 


Loss of vision following haemorrhage attracted consider- 
able attention in the earlier decades of the nineteenth 
century, when blood-letting provided a cause which 
fortunately no longer operates. It is a rare complication, 
and surprisingly so after haemorrhage due to accident or 
trauma, such as occurs in warfare. 


The mode of development of the disturbance of vision 
falls into two groups. In the first group the disturbance 
closely or immediately follows the haemorrhage. Thus 
on recovering from syncope due to loss of blood the indi- 
vidual finds that the vision is entirely lost or is impaired 
in varying degrees. With the more severe grades, especially 
complete blindness, there is often considerable emotional 
disturbance, and for this reason the condition has been 
held to be functional. But more probably it is due to 
sudden anaemia of the cortical visual centres or of the 
retina, analogous, as Rolleston points out, to the impair- 
ment of hearing which may occur. There are no changes 
in the fundus. The disturbance is transient, recovery 
beginning immediately and being as a rule complete and 
permanent. This group is not further referred to. 

The second group is more important, but is undoubtedly 
rare. In this type there is usually an interval after the 


haemorrhage before vision is affected. The impairment 
may then advance for several days before recovery begins, 
and some degree is often permanent. Oedema of the disk 
is nearly always recognizable, though the swelling may 
be only slight, and oedema of the retina has been described 
in recent cases. Optic atrophy develops in permanent 
cases, 
The Literature 


Harbridge (1924) could find only 18 cases recorded in 
the literature between 1912 and 1924, a period which 
included the last war. There has been much discussion 
as to what is the cause or lesion; it is generally agreed that 
a combination of several factors is necessary, and possibly 
these are not identical in all cases. It is probable that 
blindness never follows haemorrhage in an individual who 
is in normal health. Haemorrhage alone is not a sufficient 
factor, since permanent or prolonged disturbance of vision 
does not follow a single haemorrhage, however profuse, 
and there is no recorded instance of permanent loss of 
vision in the bleeding of haemophilia. 

Anaemia likewise is not a sufficient cause by itself. In 
the Victorian and pre-war era two great anaemic diseases 
were prevalent—pernicious anaemia and chlorosis. For 
the purposes of a discussion on the ophthalmological 
complications of diseases of the blood, Panton (1935) 
investigated a series of 117 consecutive cases of pernicious 
anaemia admitted to the London Hospital between 1911 
and 1920. In this series there were only two cases in 
which there was disturbance of vision. In one case the 
patient complained of dimness of vision, and the ophthal- 
mic surgeon’s note reads, ‘‘Oedema of both disks and 
retinae: about 2D of swelling in right disk, less in left 
disk. Many linear haemorrhages in fundi.’’ In the other 
case the patient complained of rapid loss of vision, ending 
in almost complete blindness associated with complete 
optic atrophy. She had, in addition, fairly advanced cord 
changes. This is the only case recorded in the literature 
of severe loss of vision occurring in pernicious anaemia. 
In chlorosis it may be accepted that papilloedema is occa- 
sionally found, and there are many discussions in the older 
literature as to its significance. Nevertheless it is clearly 
not of a high degree, and is usually recorded as blurring 
or haziness of the edge of the disk. It is noteworthy 
that Clifford Allbutt (Allbutt and Rolleston, 1909), who 
must have had an enormous experience, stated that he 
had never seen a case of permanent blindness developing 
in chlorosis. Before the days of modern treatment the 
oozing from haemorrhoids sometimes reduced the subject 
to a state of extreme anaemia, and a profuse haemorrhage 
might then occur. Nevertheless there is no instance in the 
literature of disturbance of vision in this condition. 

There is little evidence on which to assess the influence 
of oedema. Certainly gross oedema, apart from 4 
nephritic origin, has no part in producing permanent loss 
of vision, but most of the recent ophthalmological exami- 
nations, when made shortly after the onset, record oedema 
of the retina and some swelling of the disk, though the 
latter may be slight. Such localized oedema might well 
occur after a severe haemorrhage or after a more moderate 
haemorrhage in an otherwise debilitated subject. It is not 
impossible that shock may be an important factor. 


Site and Circumstances of Haemorrhage 


The site of the haemorrhage is of interest. Fries (quoted 
by Barr, 1934) gives the statistics of 106 cases recorded up 
to 1876 as follows: Gastric ulcer, 36%; uterus, 25%; 
epistaxis, 7% ; blood-letting, 25% ; accidental wounds, 5%- 
In those days the condition especially attracted attention 
as a sequel of blood-letting, and Gowers refers to this at 
some length in his Medical Ophthalmology. He states 
that loss of vision occurred only after repeated bieeding? 
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and never after a single blood-letting, however large ; and 
he points out that the subjects were all in bad health 
previously. He expresses the opinion that a single 
haemorrhage, however profuse, never results in permanent 
loss of vision in an otherwise healthy subject. This is borne 
out by the extraordinary rarity of this sequel in accidental 
haemorrhage. There appear to be only three cases 
recorded in the last war—two by Pincus (1918) and one 
by Terrien (1921)—and there is a striking similarity in the 
histories. In all three cases a lower extremity was crushed, 
gas gangrene supervened, and amputation was performed 
several days after the wound. It is now known that 
serious metabolic disturbances develop in such circum- 
stances. No doubt there are other unpublished cases. 


Harbridge gives the site of bleeding in the 18 cases 
published between 1912 and 1924 as follows: peptic ulcer, 
6; uterus, 6; nose, 3; and 3 of accidental haemorrhage, 
these last being the cases of Pincus and Terrien. The 
comparative frequency of epistaxis is interesting. 
Harbridge records a personal case in which epistaxis had 
been recurrent and severe since childhood, and the history 
suggests a blood-deficiency disease, such as_ thrombo- 
cytopenia and hypoprothrombinaemia. 


The circumstances of the haemorrhage vary consider- 
ably. Most commonly there is a history of repeated 
haemorrhage, the bleeding which preceded the disturbance 
of vision usually but not always being severe. In other 
cases there has been prolonged haemorrhage-—for 
example, after childbirth. Rarely there has been only a 
single haemorrhage, but the subject has been in a debili- 
tated or toxic state. In Harbridge’s case associated with 
epistaxis, impairment cf vision has occurred on three 
occasions separated by several years. No age is immune: 
most of the subjects have been between 40 and 50, but 
cases are recorded in childhood and in old age. There is 
little difference in its incidence in the two sexes. A 
striking feature is the interval which commonly elapses 
between the haemorrhage and the recognition by the 
patient that the vision is impaired. The initial complaint 
is usually made between the third and eighth days. The 
longest recorded intervals are eighteen and twenty days. 
The impairment, however, may be recognized shortly 
after the haemorrhage, as on recovery from syncope; and 
it is said that this was comparatively common in blood- 
letting cases but, as Gowers states, not after a single 
bleeding. It is possible that in these instances the initial 
blindness belongs to the first group, and the more 
permanent type follows. The diminution of vision when 
first noticed may vary: from blurring to complete blind- 
ness. In the partial grades it tends to increase for three 
or four days, and then improvement may set in. 
Recovery may be rapid at first and then continue slowly 
for weeks or months. Several observers agree that the 
upper part of the field of vision is less affected and recovers 
more completely than the lower part. If the loss of 
vision becomes complete it usually remains so perma- 
nently, but Lister (1929) mentions a case in which recovery 
was perfect three months later. The disturbance of vision 
Is generally bilateral: but it may be unilateral, or the 
degree of impairment may be different in the two eyes. 


As to the final result, in 33% of the cases blindness 
is complete and permanent in both eyes, and in 50% 
there is no improvement from the maximum loss. About 
10% recover good or complete vision. In the remainder 
there are varying degrees of improvement in one or both 
eyes. 


Findings in the Visual Field 
Visual field findings show great variations. In Bamford 
and Barber’s (1940) case there was progressive concentric 
Contraction of the fields. In Barr’s case there were central 


scotomata with enlargement of the blind spots and only 
slight contraction of the colour fields. There may be 
sector-like defects or paracentral scotomata. Ophthalmo- 
logical changes are also inconstant. When examined 
shortly after the onset most observers record swelling of 
the optic disk, which may be intense or as little as one 
dioptre, or only blurring of the margins. In Lister’s case, 
referred to above, with complete blindness there were no 
fundus changes. In several cases oedema of the retina 
has been recorded. Goerlitz (1920) was able to make a 
pathological examination of the eyes from a man who died 
ten days after the onset of blindness following haemat- 
emesis. The principal changes were intense oedema of 
the disks and oedema of the retinae. Goerlitz states that 
the changes resemble those found in intoxication amblyopia 
such as is caused by methyl] alcohol. 

In cases of definite permanent impairment of vision, 
when seen several months after the onset, all observers 
agree as to the presence of optic atrophy, often of a high 
grade, with no other appreciable changes in the fundus. 
The optic atrophy may be either primary or secondary. 


Local Oedema an Important Factor 


There is no agreement as to the essential pathological 
lesion, but it is generally accepted that local oedema is an 
important factor. Degeneration and death of the gan- 
glion cells of the retina and their nerve fibres, resulting in 
optic atrophy, has been suggested. In such an event if 
the disk had been swollen the atrophy would be secondary 
in type, otherwise it would be primary. Retrobulbar 
neuritis has also been suggested; and this could account 
for cases in which no change was found in the fundus 
in the early stages, and the final optic atrophy could be 
primary or secondary in type. This would agree with the 
observation of Goerlitz that the pathological changes 
resembled those produced by methyl alcohol and quinine. 
Unfortunately there are no pathological observations of 
the nerve trunk or tracts. 


I saw the following case in consultation with Dr. J. L. 
Lock. 
Case Record 


The patient, a primipara aged 30, was confined on the 
evening of June 20, 1936. It was known that she had been 
anaemic since childhood, and two blood counts taken at an 
interval several years previously both showed approximately 
3,500,000 red cells per c.mm, and haemoglobin 50%. She had 
been given occasional bottles of an iron mixture. Menstrua- 
tion had been within normal limits. In spite of the anaemia 
she had been reasonably active. 

Pregnancy was normal throughout, except that oedema of 
the feet and ankles of a somewhat marked degree had been 
observed for the last few weeks, but several examinations had 
not revealed any albuminuria. Confinement was uneventful, 
except that the loss of blood was noted to be more than 
normal but not sufficient to cause anxiety, and it ceased with- 
out special measures. On the following morning, June 21, 
she was mentally confused, unaware of her surroundings, 
did not realize that she had had a baby, and looked very 
anaemic. I saw her on the same day. The temperature was 
normal and the pulse about 100. There was considerable 
oedema of the feet. The blood pressure was 140/80. The 
fundi were normal. The urine contained a trace of albumin 
but no casts. The blood urea proved to be 32 mg. per 100 
c.cm. The blood count showed 2,800,000 red cells per c.mm. 
and haemoglobin 36%. The white cells were approximately 
normal. I considered that she was suffering from anaemia of 
pregnancy developing on a chronic constitutional anaemia. 
She was given a blood transfusion and was put on liver 
extract and large doses of iron. Ten days later the mental 
condition had almost cleared and the anaemia was improving. 
She then complained that her vision was misty and that she 
could not see clearly, but little attention was given to her 
complaint. Three days later, for the first time, she was given 
a letter, and it was then discovered that she was unable to 
read it. On examination she was found to have bilateral] 
central scotomata, and there was 2D of swelling of the disks 
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but no other fundus changes. The urine was normal and the 
blood count gave 3,800,000 red cells and 50% haemoglobin. 
Four months later the vision had recovered completely and the 
fundi were normal. The blood had improved to 4,500,000 
red cells and 80°4 of haemoglobin. 


It would be interesting to know if any cases have been 
observed 1n the present war. 
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AN UPPER-ARM SPLINT WITH A 
SHOULDER YOKE AS MAIN 
SUPPORT 


BY 
J. KVITTINGEN, M.D.(Norway) 


There are already a great number of different types ot 
splints available for the treatment of injuries of the upper 
arm, and the introduction of yet another device is certain 
to arouse criticism. The method which is here described 
was first employed under practical conditions when existing 
appliances had been found to be unsatisfactory. The 
main defect of all the types hitherto in use seems to be 
that their fundamental point of support is on the hip- 
bone, and in order to keep this support in position it is 
necessary to use a large number of tight straps; in spite 
of these there is a marked tendency for the splint to slip 
downwards and forwards. 


Application of the Method 


While working as a military surgeon in the Abyssinian 
army on the southern front I found that the existing 
methods of splintage were in many ways unsatisfactory. 
Cotton-wool padding became rapidly infested with lice and 
bugs, and patients complained bitterly of the discomfort 
and irritation. In order to overcome these difficulties I 
tried fixing the splint by means of a main support consist- 
ing of a shoulder yoke. This method was first tried out 
on a soldier with a compound fracture of the humerus. 
The first splint was moulded on an unwounded man of 
approximately the same build, and was made in plaster-of- 
Paris on the framework of a ladder-wire splint. In the 
first place a plaster-of-Paris yoke was laid across the 
shoulders in the manner of a sailor’s collar. The ladder- 
wire splint was incorporated from behind the middle of the 
yoke, and was bent over the shoulder and downwards to 
a point two fingerbreadths below the clavicle. From this 
point the splint was bent to form a right-angle and allowed 
to follow edgewise the anterior aspect of the upper arm, 
which was thus retained in the correct position. A vertical 
support was attached to the underside of the splint 
immediately below the shoulder-joint by means of string 
and plaster-of-Paris. On the unwounded man the splint was 
retained in position by adhesive plaster. A simple extension 
was also incorporated. The patient was well satisfied with 
the splint, and the experiment proved highly successful. 

The broken fragments were kept in accurate position, 
and no daily adjustment of the splint was needed, as had 
been the case with other types. The patient was able to 
lie down in comfort while wearing the splint, and it also 

proved practicable to transport patients treated in this 

way. On one occasion a soldier wearing a yoke splint rode 
_ from Vaarda, on the southern front, to Soddu, a town in 


the south-west, a journey which took twelve days. A 
plaster-of-Paris splint modelled on the patient is ideal for 
fixation of fractures of the neck of the humerus, but it may 
be very difficult to make when no suitable support can 
be found around which to fashion it. Fig. 1 shows a back 


2 


view of the plaster-of-Paris splint, Fig. 2 a side view. I 
have also constructed an aluminium splint consisting of 
two main parts—a yoke and an adjustable support which by 
means of a ball joint is applied to a steel bow fixed with 
screws to the yoke. A side bracket which presses against 
the chest is fixed to the steel bow. An extension is fitted, 
and a strap keeps the splint in position on the undamaged 
side. The support can be used equally well on either side. 


Advantages 


The following points are submitted as the advantages of 
this improved method of splintage. (1) By means of the 
yoke the position of the upper arm is fixed in relation to 
the shoulder girdle; this should lead to complete immobili- 
zation and great stability. The yoke prevents the splint 
from slipping downwards or forwards. (2) The splint 
permits free movement of the spinal column. (3) If both 
arms are fractured simultaneously a support can be 
mounted on each side. (4) Where abduction, but not 
extension, is required the patient may wear ordinary 
clothes. Extension can also be very simply incorporated. 


““They just growed—like Topsy,’’ is what the National 
Council of Social Service says of its Citizens Advice Notes. 
But they have grown in a remarkably orderly manner. The 
revised 1941 edition, clearly indexed, clarifies the large accu- 
mulation of wartime legislation on such diverse subjects as 
war risk insurance, control of noise, reserved occupations, 
tobacco for the troops. Medical men may be asked to-day: 
“If the evacuated child I am taking care of falls ill, what 
should I do?’’ ‘‘ What are the best menus for school 
children? ’’ ‘‘ What medical arrangements exist for the shelter 
population? '’ ‘‘ What medical facilities are factories bound 
to provide? ’’ And they will find here all the answers they 
need. The book is published on a subscription basis, and 
requests for copies should be sent to the National Council 
of Social Service, 26, Bedford Square, London, W.C.1. The 
price is 10s., including supplements. 
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THE FLOSS SILK LATTICE POS- 
TERIOR REPAIR OPERATION FOR 
DIRECT INGUINAL HERNIA 


By 


RODNEY MAINGOT, F.R.C.S. 


Senior Surgeon to the Southend General Hospital and to the 
Royal Waterloo Hospital, London 


This posterior reconstruction operation is not new, nor is 
it original in any of its essential features. It is in many 
respects similar to the Gallie method (Gallie and 
LeMesurier, 1924)—except that here silk is used instead 
of fascia lata and the pattern of the darn is different— 
and to the darn-and-staylace procedure which was first 
recommended and practised with such success by Sampson 
Handley (1918). In recent years the silk lattice repair has 
been sponsored by Ogilvie (1937), myself (Maingot, 1940), 
and others. Since 1934 it has been the method of choice 
at the Southend General Hospital for all cases of direct 
inguinal hernia, and we have also employed it for many 
cases of large oblique inguinal hernia in which the margins 
of the internal ring and the posterior wall of the inguinal 
canal have been unduly stretched and the muscles some- 
what atrophied. 


The final results of this operation when skilfully per- 
formed in the manner about to be described have proved 
so gratifying that they have been almost too good to be 
true. We have preferred floss silk to other suture material, 
such as chromic catgut or Pearsall’s No. 4 Chinese twist 
silk. Floss silk is stronger than strips of fascia lata; it 
remains, of course, unabsorbed in the structures in which 
itis buried, but it produces no tissue reaction, and even- 
tually becomes incorporated in fibrous tissue. Each strand 
is composed of many gossamer-like fibrils loosely bound 
together, and it is not a difficult matter for the fibroblasts 
to work their way between the fibres and to permeate the 
new scaffolding with strong white fibrous tissue. The floss 
sik which we used for our first series of cases was prepared 
specially for us by Messrs. Arnold and Sons. This was 
boiled for four hours, and a strand some twenty inches 


_ in length was then twisted around a glass rod which was 


immersed in a hermetically sealed glass tube containing 
absolute alcohol. Just before use the silk was removed 
from the tube, dipped into warm normal saline solution, 
and then thoroughly rinsed in doubly distilled water to 
tid it of all traces of alcohol. Since the outbreak of the 
war, however, we have been content merely to boil the 
strands of silk for some two to four hours before use and 
then keep them in sterile containers filled with distilled 
water. We have not immersed the boiled silk in paraffin, 
glycerin, or other chemical solution before use, as we 
believe that the employment of these would predispose to 
tissue reaction, with the outpouring of serum—a most 
undesirable contingency. 


In the conduct of this operation we insist upon the most 
“rupulous asepsis, haemostasis, gentleness, and tidiness. 


Technique of the Operation 


The usual incision is a straight one placed parallel to 
the inguinal ligament and about half an inch above it, 
and extending from one inch lateral to the internal ring 
toa point overlying the centre of the external ring. This 
incision gives direct access to the structures of the inguinal 
‘anal, but as it cuts across the lines of stress it sometimes 
kaves an ugly stretched scar which may be keloid. A 
More transverse incision, placed in the natural crease in 
this tegion, to is be preferred. This starts an inch or so 


below the anterior superior iliac spine and extends inwards, 
crossing the inguinal ligament at the junction of the middle 
and inner thirds, passing to within an inch of the midline, 
and terminating one and a half inches above the symphysis 
pubis. 

The incision is deepened and the superficial femoral 
vessels are identified, clipped, divided, and then ligatured 
with No. 000 plain catgut, after which the subcutaneous 
tissues are separated down to the shiny aponeurosis. 
“‘Tetra’’ cloths are affixed to the skin margins to isolate 
the field of operation completely. The upper skin flap 
is picked up with a pair of toothed dissecting forceps and 
dissected first upwards to expose a wide area of the 
aponeurosis and then in a lateral direction for two inches 
beyond the internal ring. The lower flap is cautiously 
freed in order to display the inguinal ligament and the 
attachment of this ligament to the pubic spine. 

The external ring should be freely displayed, after which 
an incision one-half to one inch long is made in the 
aponeurosis in line with the pillars and an inch or so from 
the point where they diverge. This incision is lengthened 
laterally for two inches or so, while medially it cuts across 
the stretched fibres of the aponeurosis and the lacing trans- 
verse bands of the intercolumnar fascia. 

The upper leaf of the aponeurosis of the external oblique 
muscle is clipped with artery forceps and retracted upwards 


’ and inwards in order to free it from the underlying cre- 


master muscle and the arching fibres of the internal oblique 
muscle and to display the outer border of the rectus sheath 
as well as the insertion of the rectus muscle from the pubic 
bone. The lower leaf is then likewise clipped and retracted 
downwards and outwards to display the recurved medial 
aspect of Poupart’s ligament and its point of insertion into 
the pubic spine. 

In the upper part of the wound the ilio-hypogastric nerve 
will be seen coursing downwards to disappear in the region 
of the pubis, while a little below this, lying on the surface 
of the cremaster, is the ilio-inguinal nerve, which must on 
no account be damaged during the subsequent dissection. 


In the case of a long-standing oblique inguinal hernia 
with an unusually large sac and a wide neck, the sac is 
isolated from the cord and the neck of the sac 1s clearly 
defined at the internal ring, twisted, ligatured, and divided. 
In the case of a direct inguinal hernia I make it a rule 
neither to disturb the sac in any way nor to attempt to 
ligature or invaginate it. 

The object of the operation is to produce a solid, flat, 
uniform fibrous silk sheet to protect the whole of the 
posterior wall of the inguinal canal and at the same time 
to provide a suitable aperture for the passage of the cord 
at a newly reconstructed and more laterally placed internal 
ring. This is obtained by constructing a lattice with a 
twenty-inch strand of floss silk threaded on a small curved 
round-bodied trocar-pointed needle. The cord is lifted 
upwards and out of the way in the loops of Morant Baker 
forceps and the suture is introduced by taking a good bite 
of the deep aspect of Poupart’s ligament, first of all at 
its point of insertion into the pubic spine and then through 
the lateral tendinous fibres of the rectus muscle at its 
origin from the body of the pubis. 

The end of the suture is not tied at this stage, but is 
left long and caught up in the jaws of artery forceps. The 
suture is then continued in a lateral direction—i.e., towards 
the internal ring—taking first a bite of the ilio-pectineal 
ligament, then of the recurved edge of the inguinal liga- 
ment, including Gimbernat’s ligament, then a bite on each 
side of the cremaster, then of the conjoined tendon, and 
then back again to the ilio-pectineal ligament and Poupart’s 
ligament. Cooper’s ligament is approximated to the inner- 
most margin of the inguinal ligament to obliterate the 
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crural canal, thereby guarding against the possible sub- 
sequent formation of a femoral hernia. 


When the crural canal has been efficiently closed from 
- above, the suturing is continued laterally, the conjoined 
tendon and internal oblique muscle being drawn over to 
‘the recurved edge of Poupart’s ligament until the internal 
ring is reached.- The stitches are placed almost vertical 
. and side by side, and must not be pulled upon in such 
a way as to strangle the tissues or to drag the inguinal 
ligament out of its normal alignment. When the internal 
ring is approached the cord is drawn firmly outwards and 
slightly downwards by making traction on the Morant 
Baker forceps, and the upper and outer margins of the 
internal oblique are retracted upwards and outwards. The 
internal ring—or rather the new internal ring—should 
always be reinforced, and in placing it as far as possible 
from the external ring care should be taken not to com- 
press the cord unduly at its point of emergence from the 
abdomen. This reinforcement is best carried out as 
follows: 


The floss silk is knotted or locked on the curved edge of 
the internal oblique, just above the reflected cord. It is 
carried transversely across above the cord, passed through 
the internal oblique muscle and locked, and then passed 
downwards to pick up the edge of the inguinal ligament 
lateral to the cord. Lastly, three sutures are repeated in 
the reverse direction, being knotted or locked at each angle 
so that the emerging cord is buttressed and surrounded by 
a double ring of reinforcing floss silk. From this point 
the suture is carried towards the medial end of the canal 
with a wider transverse, picking up the external oblique 
muscle or conjoined tendon and anchoring this structure 
to the inguinal ligament. 


At the extreme medial point of the canal the free end 
of the suture, after once again passing through Gimbernat’s 
ligament, through the periosteum of the pubic spine, and 
through the dense fibres of the origin of the rectus muscle, 
is tied to the end which was left long and is steadied with 
artery forceps. 
external oblique are then sutured behind the cord, using 
a continuous suture of No. 00 twenty-day chromic catgut, 
thus placing the cord subcutaneously. The wound is now 
closed. 


In order to avoid the formation of dead spaces in which 
serum may collect and thus predispose to infection, stitch 
abscess, and so forth, the subcutaneous tissues and the 
fasciae of Scarpa and Camper on each side of the wound 
are evenly and accurately approximated with a series of 
closely placed interrupted sutures of the finest plain catgut. 
The skin edges themselves are closed with vertical mattress 
sutures of deknatel or fine silk and a few Michel clips, 
after which a simple gauze dressing is applied, this being 
kept in position by means of a broad piece of flexible 
elastic strapping. The Michel clips are removed at the 
end of forty-eight hours and the skin stitches on the fourth 
day. It is most important to keep the patient in bed for 
a period of not less than three weeks. 


Conclusion 


It will thus be seen that much importance is attache] 
to strengthening the whole of the posterior wall of the 
inguinal canal, especially its medial aspect, where rec‘1r- 
rence is so prone to occur, and to closing the crural cana! 
from above, thereby preventing the possibility of a sub- 
sequent femoral hernia such as is sometimes seen following 
even a most thorough operation for direct inguinal hernia. 
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Clinical Memoranda 


The edges of the aponeurosis of the ~ 


Herpes Zoster with Muscular Paralysis and 
| Disturbance of Sensation 


In the Journal of February 15 (p. 234) Drs. Carter and Dunlop 
drew attention to instances of paresis following upon herpes 
zoster. A case of like nature under my care is of interes 
on account of the severity and wide distribution of the motor 
and sensory disturbances which have accompanied the herpetic 
symptoms. 


CasE REPORT 


The patient, a man aged 68, was apparently vigorous and 
healthy, with no history of previous illness of importance, 
The Wassermann reaction was negative. 
he had an attack of pain in the neighbourhood of the lef 
hip and thigh and the outer aspect of the left leg; this was 
accompanied by an eruption of herpetic vesicles on the left 
buttock and by a simultaneous foot-drop on the left side, 
The general symptoms were slight, and he was able to continu 
at fairly laborious work. The pain was troublesome for 
about two months and then gradually subsided, so that a 
the end of three months it amounted to little more than dis 


May 


In October, 1940, § 


comfort. The pain was not aggravated by bending down and 
did not interfere with his work, and was thus unlike that 
usually present in sciatica. 


The case came under my observation on February 11, 1941, 
four months after the onset. On examination the scars ofa 
few herpetic vesicles were present on the inner part of the left 
buttock. All the muscles of the left thigh and leg exhibited 
a generalized wasting, moderate in grade, with the exception 
of the anterior tibial group, where the wasting was extreme. 
The tibialis anticus, extensor longus digitorum, and extensor 
proprius hallucis were paralysed, with reaction of degener- 
tion and resultant complete foot-drop. No paresis wa 
observed in other muscle groups. Both knee-jerks wer 
active ; the left ankle-jerk was diminished, and the right ankle 
jerk still more so, being barely perceptible. Hyperaesthesia 
was present on the outer and anterior aspects of the left leg, 
with patches of hyperaesthesia along the anterior and posterior 
borders of this area. Hypo-aesthesia of higher grade, involv 
ing both pin-prick and light touch, was also present on the 
dorsum of the left foot, extending from the ankle-joint to the 
root of the toes. There was no disturbance of sensation ia 
the neighbourhood of the site of the herpetic vesicles on the 
left buttock. 


On March 11, one month from the previous examination 
and five months from the onset, there was distinct evidence of 
amelioration of the symptoms. Tonus was now present in the 
anterior tibial group of muscles, assisted by faint voluntary 
power in the peroneus tertius, which had previously beet 
inactive. The hypo-aesthesia of the leg had been replaced by 
hyperaesthesia, particularly in the form of tingling on per 
cussion. The hypo-aesthesia of the dorsum of the foot was 
unchanged. 


COMMENTARY 


The motor and sensory symptoms do not correspond to the 
distribution of peripheral nerves, and they have not the 
character of a root syndrome. The paralysis of the anterior 
tibial muscles corresponds to a lesion of the L4 and L5 se 
ments, the sensory changes in the leg and foot to the Si and 
S2 segments, and the herpetic symptoms to the S3 segment. 
Taken together the features are those of a diffuse affection of 
the cord, almost entirely on the left side, involving both: the 
motor and sensory regions of the lower lumbar and uppt 
sacral segments and the root ganglion of the third sacral 
Such widespread symptoms are in accordance with the diffus 
pathological changes described in Lhermitte, as quoted by 
Carter and Dunlop. 

Notwithstanding the severity of the paralysis of the anteridt 
tibial muscles the evidence of regeneration leads to the expecta 
tion of some measure of ultimate recovery. 

R. G, ABERCROMBIE, M.D., 
Physician for Orthopaedic Diseases, Royal 
Hospital, Sheftield ; Medical Director, 
Edgar Allen Institute, Sheffield. 
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OSTERMILK IN WARTIME ON 
newt ond When breast feeding is out of the question, the importance of dried milk XG 
nterest ae needs no emphasis. It is imperative that supplies should be instantly KGL XG 
arpa Xe available to infants who really need it. As part of our organisation to retain be G 
Ox adequate distribution of Ostermilk, we have instituted a campaign in the ee 
KG xe national press. Mothers are given reminders on the fo!lowing points, which OG 
| vee have always been part of our policy :— KG , G 
(a) Not to buy Osterm‘lk for household (d) Not to give more than the prescribed 
, 1940 
he let use. ‘amount. 
lis Was (b) Nottohurry the infant onto the bot- (e) Not to prolong bottle feeding, but to “ay Gi 
the left tle, but to persevere with breast feeding. begin a mixed diet about the sixth month, > Gi 
(c) If bottle feeding becomes necessary, as generally advised to-day. 
me fot to use Ostermilk first as a supp'ementary (f) To resist the temptation to “hoard” we , 
that at feed. Ostermilk. < Gi» 
a . It is hoped by this means to avoid unnecessary demands upon distributors’ y » 
ce that resources, and thus ensure that no infant who has real need of the benefits GG 
of Ostermilk shall be denied. 
ee Ostermilk No. | modified; No. 2 full cream; both at 2/6 per 16 oz. tin. Gi 
hibite GLAXO LABORATOR'‘ES LIMITED, GREENFORD, MIDDLESEX. BYRon 3434 
KG Gi XG XGEXG COMO KGL KGL XG 
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esthesia 
left leg, 
osterior 
om  FAREX takes care of the food factors 
‘ion i whatever the diet . . . whoever the patient 
on & The achievement of Farex is that it combines, in a single highly 
nination digestible food, carbohydrate and protein with declared amounts 
seookll of the minerals and vitamins physiologically necessary t6 health. 
t in the . . In Farex, the finely milled wheat-flour, oatmeal and maize, are 
yluntary blended with wheat-germ and yeast (potent sources of vitamin 
ly beet B;., essential to complete carbohydrate metabolism, long 
aced by anticipating contemporary 6mergency measures). Iron, 
ie calcium and other minerals are added to maintain a normal 
blood-picture : extra vitamin D secures a helpful calcium intake : 
tissue repair and growth, and a strong resistance are encouraged 
‘ by the addition of vitamin A. 
o the This known content of Farex is of great value in view of the 
anterior present difficulty of assessing the intake of any particular food 
LS5 seg: — factor from haphazard war-time diets. As a nutritionally safe 
and weaning food, as a balanced diet for invalids, and asa supplemen- 
hie CN ee = tary basis for all whose diet needs a computable intake of all the 
principal food factors, Farex stands alone. In }lb. and1 lb. cartons. 
uppei 
| sacral. 
3-CEREAL, MINERAL-VITAMIN PRODUCT OF THE 
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‘Elastoplast’ Extension Plaster 
for Skin Traction 


IRM and more lasting adhesion is obtained by weaving or inter- 
lacing longitudinal strips of ‘ Elastoplast ’ Extension Plaster with 
standard ‘ Elastoplast.’ 


The first turn of the ‘ Elastoplast ’ Bandage (at the top of the thigh) 
is applied over the extension strips, the next turn passes under them, 
and the succeeding turns pass alternately over and under. By this 
means the pull is distributed evenly over the entire area of the limb. 


*Elastoplast ? Extension Plaster is made to stretch crosswise instead 
of lengthwise, thus giving the necessary resistance to traction, whilst 
the plaster can be stretched firmly around the limb. 


These plasters are available in widths of 2, 24, 3 and 4 ins. by 1, 2 
and 3 yds. long, and are obtainable through your usual surgical supplier. 


‘ELASTOPLAST’ BANDAGES AND PLASTERS ARE MADE BY T. J. SMITH & NEPHEW LTD., HULL 
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Reviews 


THE STATE AS AN ORGANISM 


The Behaviour of Nations. An Essay in the Conduct of 
National Organisms in the Nutritional Field. By Morley 
Roberts. (Pp. 180. 12s. 6d. net.) London: J. M. Dent 
and Sons, Ltd. 1941. 

Mr. Morley Roberts has long been known as a dis- 
tinguished. exponent of the application of biology to 
ociology. In The Behaviour of Nations he is a Sherlock 
Holmes to Dr. Watson’s ‘‘ behaviourism.’’ He modernizes 
ihe tradition he admires of Hobbes and Machiavelli (also 
of Malthus, whom he does not, however, mention) into 
biological language and comes to some depressing con- 
dusions. Like Hobbes, he visualizes the State as an 
oganism, though as a lowly invertebrate and not as a 
eviathan. Although Lord Samuel in his Belief and 
Action strongly opposes any such biological conception, 
it has its appeal to the biologist who is prepared to 
acept Mr. Roberts’s application of the internal tensions 
ad mutual adaptations necessary in all metazoa to 
similar conditions obtaining between individuals or States. 
He can appreciate the analogy of an organism seeking 
its sustenance in a nutritional field, wherein hunger trans- 
cends all law. We can all see that now man has sold 
himself to the.machine he must feed it ; has not the 
invention of the internal combustion engine reorientated 
the whole field of international politics ? We are all 
prepared to admit that men collectively are apt to behave 
les ethically than as individuals, and we have all been 
appalled at the return to barbarism with its accompani- 
ments of treachery and lying. So far author and reviewer 
are at one. When, however, Mr. Roberts accuses people 
of acting as if evolution had come to an end we might 
tort that on his view of evolution as stated here it has 
no better fruits in store. Surely a static attitude. He 
ves Nature red in tooth and claw to the end of geological 
time; but, though we must admit the recurrent danger 
that lower civilizations are to the higher ones who have 
lamed to value other things more than war, we are 
equally impressed by the development of the heptarchy 
into the present unity of Britain. 

Mr. Roberts entirely denies the validity of morals in 
international relations, though recent events might give 
pause to that conclusion. Yet even with him morality 
wil keep ‘‘ breaking through.’’ Thus he admits (p. 66) 
that ‘‘ morality arises from the evolutionary necessity that 
... nations themselves must learn . . . to put up with 
ach other and refrain, so far as their tropisms and 
instincts permit, from acts harmful to social life.’’ Again 
(p. 63), ‘‘ I begin to think that nations will presently 
bok with . . . dislike on the practice common in some 
countries of insulting aliens,’’ for (p. 62) ‘‘ there is little 
doubt that any nation feels deeply, whatever it may say, 
fit is aware that no one willingly associates with it.’’ 
While maintaining that science must work by the driest 
ight, and without passion, ‘‘ dismissing mere prejudice in 
vour of cold observation and bloodless logic,’’ Mr. 
Roberts nevertheless directs shrewd if not angry blows 
a those who disagree with him, and especially at polli- 
ttians who ignore his gospel. With D. H. Lawrence he 
ards instinct as infinitely more likely to disclose the 
tight course than the intellect. Stronger, yes ; but safer ? 


‘hs curious tendency of intellectuals to denigrate the 
atellect in books presumably written for intellectual readers 
San interesting symptom of this unreasonable age. 

This book completes the trilogy starting with Warfare 
nthe Human Body and continued in Bio-politics, flanked 
ty The Serpent’s Fang and Evolution and Malignancy ; 
‘remarkable series, even if not gaining universal accept- 


ance. For Mr. Morley Roberts’s writing never lacks 
distinction, and in the present book he rises to almost 

lyrical heights (as befits an old sailor) on the influence — 
of the sea on history, while the chapter on mass migration 
is full of fascination. His study of national tempera- 
ments, particularly of German claustrophobia, is of great 
topical interest. No doubt at the present moment his 
astringent philosophy may serve as an antidote to 
dangerous complacency, but it is interesting to contrast 
his bleak pessimism with the tempered optimism of Man 
on his Nature by Sir Charles Sherrington, whose status 
as a biologist Mr. Roberts will readily admit. 


CEREBROSPINAL FEVER 

Cerebrospinal Fever. By Denis Brinton, D.M., F.R.C.P. 

(Pp. 164. 8s. 6d., plus 6d. postage.) Edinburgh: E. and 

S. Livingstone. 1941. 

The treatment of cerebrospinal fever has been per- 
haps more completely revolutionized within the past 
few years than that of any other disease. Not only 
has chemotherapy entirely replaced serum treatment— 
whereas in some other infections the two are still com- 
bined—but: even spinal drainage by repeated lumbar punc- 
ture is now often looked upon as superfluous. At the 
same time opinion has changed on certain aspects of the 
epidemiology of this disease. Its prevalence is so irregular 
that many practitioners have had little experience of 
it. These are three good reasons why a fresh account 
of the whole subject should be published, and Dr. Denis 
Brinton furnishes this in a modest volume entitled. Cerebro- 
spinal Fever, which deals with the disease from every 
aspect, but most fully with its clinical diagnosis and 
treatment. 

The forms of meningococcal infection described include 
not only meningitis of different types, but both the ful- 
minating and chronic forms of meningococcal septicaemia. 
The instructions given for treatment are clear and dog- 
matic. It is first laid down that every case should be 
treated in hospital, and the practitioner is very properly 
warned that if he begins sulphonamide treatment before 
the admission of the case to hospital the amounts given 
should be stated, and a specimen of cerebrospinal fluid 
secured before chemotherapy has rendered a_ bacterio- 
logical diagnosis difficult or impossible. The scheme of 
dosage adopted by Banks is recommended, and sulpha- 
pyridine is the drug chosen, sulphanilamide only being 
given for a short period if the former causes vomiting. 
This is orthodox practice, and if the concentration in the 
cerebrospinal fluid necessary to secure a given therapeutic 
effect is lower in the case of sulphapyridine that is an 
adequate explanation of any greater therapeutic efficiency 
which this drug may possess, but the reiterated statement 
that sulphapyridine is less toxic than sulphanilamide must 
be disputed. It is recommended that a blood count 
should be done after 30 grammes have been given ; this 
is a sensible rule for guarding against the remote possi- 
bility of granulocytopenia. Not only is drug fever 
described, but the rash accompanying it is the subject of 
the only illustrations in the book, of which there are four. 
This complication occurred in 16 of a series of 46 cases 
observed by the author. It is so often mistaken for a 
recrudescence of the disease, and consequently treated in 
the opposite of the correct way, that an emphatic warning 
against this error would be a useful addition. 

In a discussion of pathogenesis, Le Gros Clark's studies 
on the spread of material from the nasal mucosa. to the 
base of the brain are disregarded ; it is by no means as 
certain as the author would have us believe that meningo- 
coccal meningitis is haematogenous. No attempt is made 
in discussing epidemiology to explain the still mysterious 
aspects of this subject, and the current teaching that 
carriers should not be sought for is accepted. 
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DISEASES OF THE CHEST 


A Practical Manual of Diseases of the Chest. 
Davidson, M.D., F.R.C.P. Second edition. 
illustrated. 42s. net.) Oxford Medical 
London: Oxford University Press. i941. 
The busy practitioner, or the student working for a higher 
examination in medicine, requires something more than 
his undergraduate library, but is usually unwilling to strain 
his purse, bookshelf, or mind with cumbersome manuals 
ot special subjects. He is interested in practice rather than 
in theory, and especially in modern developments in medi- 
cine. The second edition of A Practical Manual of Diseases 
of the Chest, by Dr. Maurice Davidson, is well planned 
for this purpose : it is well illustrated, liberal use has been 
made of reports of the author’s own cases, and its length 
is less than 600 pages. 

Most textbooks which are original, and not merely a 
copy of others, are easy to criticize in matters of detail, 
and this is no exception. For instance, it seems unfor- 
tunate that sulphapyridine in the treatment of pneumonia 
is dismissed in twenty lines, although two and a half pages 
are devoted to serum therapy; and although the dangers 
of agranulocytosis are stressed, there is no mention of 
the commoner forms of idiosyncrasy which frequently 
interfere with sulphapyridine treatment. Many physicians 
would disagree with the statement that atropine in doses 
of 1/50 grain is urgently indicated in acute pulmonary 
oedema, and those in practice would be more interested in 
the simpler methods of withdrawing air from a spontaneous 
pneumothorax than with an artificial pneumothorax 
apparatus or trocar and cannula. 

Other minor criticisms could be made, and yet this book 
should be a useful addition to any medical library ; it 
contains much well-organized information and will be of 
value to all those interested in clinical medicine. 


By Maurice 
(Pp. 576 ; 
Publications. 


BOMBING AND PLANNING 

The Lesson of London. By Ritchie Calder. (2s. net.) 
Searchlight Books, No. 8. London: Secker and Warburg. 
Start Planning Britain Now. A Policy of Reconstruction. 
By Ritchie Calder. (1s. net.) London: Kegan Paul, 
Trench, Trubner and Co. Ltd. 
Ritchie Calder is an accomplished journalist with a passion 
for finding out the truth about all and sundry matters and 
for setting down in print the truth as he sees it, no matter 
how unpalatable it may be to those in authority. His 
fearless disregard of personalities and powers, coupled 
with a capacity for acute observation and shrewd deduc- 
tion, well fit him to tell the story of London under aerial 
bombardment. He describes again the tragic and fatal 
muddle in the dock area last September, and the heroic 
efiorts of the East London clergymen to counteract the 
harm of official inertia and lack of imagination. He has 
penetrating things to say about evacuation, the care of the 
homeless, feeding centres. But we question the justice of 
his generalization, “‘ Family doctors saw in the shelter 
clinics a threat to their fees,’’ and suspect this to be an 
argument from one or two particular cases to the general. 
And in view of the shelter conditions described by Mr. 
Calder they would not seem to be (whatever they might 
become) ideal for clinics where “‘ incipient diseases could 
be discovered and checked.’ Nor is it clear why, because 
of shortcomings and dislocation of practices, the ‘‘ State 
should intervene and [that] there should be a complete 
and salaried medical service.’’ Would Mr. Calder advocate 
the same remedy for his own profession of journalism? 
Apart from these points of criticism, his book is a useful 
war document, and deserves to be widely read. 


Start Planning Britain Now may best be described as a 
series of vigorously written notes on the chief aspects of 
the problem ; it is a compact ‘‘ planner’s guide.’’ In just 


over two pages Mr. Calder plumps for a “‘ salaried medical 
service,’’ and in this, as the columns of the Journal have 
shown during the past year, he has the support of many 
doctors. This small book of sixty-three pages has much 
in it that is provocative and stimulating. 


Notes on Books 


A little book of some sixty pages, Administrative Notes for 
Royal Army Medical Corps Officers, by Major J. Conen, is 
published by Gale and Polden, Ltd., of Aldershot, at 1s. Gd. 
There is so much to be learnt in so short a time by R.A.M.C, 
officers young in the Service that everything possible must be 
done to help them. The practice of ‘‘ spoon-feeding ’’ is to 
be condemned in normal circumstances, but the circumstances 
of to-day are abnormal. These methods of training are bad ; 
the newly joined medical officer must find out things for 
himself. Every scrap of essential information will be found 
in official manuals, handbooks, and pamphlets, which are 
issued to all concerned. Abstracts and notes should be com- 
piled and kept for ready reference in the field by the officer 
himself, who should be discouraged from relying on pabulum 
prepared by others. The pamphlet under review was evider.tly 
prepared many years ago, and no attempt seems to have been 
made to keep the material up to date. We have not space to 
point out all the inaccuracies and omissions. The war estab- 
lishment of a field ambulance is incorrectly given ; no mention 
is made of the light field ambulance. Little is said about 
message writing or about armoured or mechanized formations. 
The road spaces given are pre-war, and nothing is said about 
the scatter and dispersal layout of medical establishments. 
It is a pity that the data were not checked, criticized, and 
corrected by a senior serving officer before publication. 


Preparations and Appliances 


LOCAL ANAESTHETICS 


** Anethaine ’’ brand of butethanol (Glaxo Laboratories, Ltd.) 


is stated to be ‘‘an extremely powerful local anaesthetic 
chemically allied to procaine and identical with a widely used 
substance hitherto only produced abroad.’’ The chemical 
constitution is’ stated to be 4-butyl-amino-benzoyl-dimethyl- 
aminoethanol hydrochloride. It is about twice as toxic as 
cocaine, but has ten times as powerful a local anaesthetic 
action. It can penetrate mucous membrane and therefore can 
be used as a surface anaesthetic in the eye, nose and throat, 
urethra and rectum. The vendors advise that it should not 
be injected subcutaneously. 

““Sevicaine’’ brand of procaine hydrochloride (Glaxo 
Laboratories, Ltd.) is issued as a 1% solution suitable for 
infiltration anaesthesia and as a 2% solution with 1 in 
60,000 adrenaline hydrochloride for terminal and _ regional 
anaesthesia. 


IMMUNIZATION AGAINST SCARLET FEVER 


Lederle Laboratories announce the issue of an improved 
streptococcus toxin for use in immunization against scarlet 
fever. Unpleasant reactions following administration are 
claimed to be greatly reduced by substitution of peptone in a 
concentration not exceeding 1 per cent. of blood or serum 
in the preparation of this toxin, without loss of immunizing 
properties. The product is marketed in this country by 
Chas. F. Thackray, Ltd., Leeds. 


GENTIAN VIOLET JELLY 


Allen and Hanburys, Ltd., have placed on the market 
‘* Geviflex,’’ a gentian violet jelly for application to burns, 
etc., as an alternative treatment to tannic acid. It contains 
2% gentian violet with phenyl mercuric nitrate 1/3,000. The 
latter is a germicide of low toxicity. ‘‘ Geviflex ’’ is packed 
in tubes containing 1} oz. and 5 oz. at Is. 11}d. and 5s. 10d. 
each respectively, including purchase tax. 
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TRAUMATIC EPILEPSY 


Once again gunshot wounds of the head are causing an 
increase in the number of epileptics. Neurologists are 
debating prognosis, neurological surgeons are discussing 
the safest treatment of damaged brain, and medical 
boards are thrashing out the old questions of causation 
and attributability. But in this war cerebral gunshot 
wounds are a civil as well as a military problem, and the 
management of traumatic epilepsy will be the concern of 
many. This is, therefore, an apt moment for publishing 
Ascroft’s report! on the incidence of epilepsy occurring 
after gunshot wounds inflicted in the last war. His 
analysis of the Ministry of Pensions records of 317 cases 
of gunshot wounds severe enough to lead to the granting 
of a pension shows that as many as 34% of the cases are 
known to have developed epilepsy; as they were all 
pensioned after appearing before several medical boards 
the evidence is convincing. Attacks now considered 
to be on the borderland of epilepsy would not be 
included in this total, so that the figure quoted is not 
an overstatement. Epilepsy developed in 24% of 
patients with gunshot wounds involving only the scalp, 
while twice as many had fits after tearing of the dura 
with cerebral laceration. These figures are much higher 
than those recorded by Wagstaffe,? who, after a similar 
survey of casualties from the last war, found epilepsy in 
only 1.6% of cases suffering from scalp wounds alone, 
and in 19% of those with dural penetration. This may be 
compared with the corresponding figures of Villaret and 
Bailby® of 6 and 16% in 500 cases. There are reasons 
for the discrepancy. Ascroft’s group included only 
patients who, having survived for more than four years, 
were granted a pension, and observations were made 
over a follow-up period of twenty years, whereas the 
other authors ‘reported their findings soon after the 
injury and on less highly selected material. There is no 
doubt that many attacks later shown to be epileptic were 
not included. 

Thus we have the hard fact that epilepsy develops in 
a third of the cases with an open head injury severe 
enough to warrant a pension, and in nearly half of those 
with dural penetration. But this result is not so bad as 
it appears superficially, for in one-third of the patients 
the epilepsy was transitory. The first fit occurs most 
commonly within fourteen days of the injury—often 


. within a few hours—and patients who develop these 


immediate post-traumatic convulsions have a reasonably 
good prognosis, for their epilepsy tends to be short- 
lived. This observation is contrary to the general belief, 
supported by the figures of Feinberg‘ and others, that 
traumatic epilepsy most often appears between six and 
twelve months after the injury has been sustained. It 


agrees, however, with the observation of Symonds? that 
if the minor attacks which occur within a few days of 
the cerebral insult are recognized the prognosis in 
traumatic epilepsy is far from gloomy. On the other 
hand, Ascroft’s figures and those of other workers show 
that when the fits begin more than a year after the 
injury the prognosis is usually bad. Feinberg, on the 
basis of 47,000 insurance cases of head injury, including 
the most trivial, found undoubted epilepsy in less than 
1 in 1,000. But in this war we have to deal with 
far more severe injuries than occurred in most ol 
his series. Aldren Turner and Wagstaffe both found 
that parietal injuries were most likely to be followed by 
epilepsy : in this they are supported by Ascroft, for hall 
of his cases with injury to the Rolandic area developed 
fits. Even here the fits are not necessarily Jacksonian ; 
only a third of the total had a focal onset, and most of 
these presumably were generalized grand mal attacks. 
Symonds found Jacksonian epilepsy in only 7% of his 
series, and it is well recognized that focal epilepsy is 
commonly idiopathic. As Jefferson’ pointed out, the 
belief that Jacksonian and traumatic epilepsy are 
synonymous and reversible terms is untrue in the great 
majority of cases. 

Ascroft’s valuable analysis is not entirely discourag- 
ing. It does give us hope for better results in the future. 
Interference with buried fragments, sepsis, and delayec 
healing all greatly increased the incidence of epilepsy, 
and with the experience and materials at our disposal 
to-day we can surely expect great improvement in this 
respect. Lennox’ has shown that many traumatic epi- 
leptics come from families with a tendency to this 
disease, and it now seems that the difference between 
traumatic and idiopathic epilepsy is one of degree only. 
When modern surgery has done its bést to minimize the 
risk, the fact remains that in predisposed subjects a 
head injury tends to unmask the predisposition. The 
ultimate control of the disability is linked with an under 
standing of the pathogenesis of idiopathic epilepsy 
which is at present beyond our grasp. 


DEATHS BY VIOLENCE 


In England and Wales in 1937 nearly 23,000 persons 
died violent deaths. None of these deaths was due to 
war, but a study of this section of mortality has a 
certain interest at the present time; consideration of 
the gas-oven suicide or the overlaid infant has a wholly 
different atmosphere from that which attaches to deaths 
from high explosives. It was from this point of view 
that Prof. M. Greenwood and Drs. W. J. Martin and 
W. T. Ru&sell presented to the Royal Statistical Society 
on April 15 a paper in which they surveyed the statistics 
of deaths by violence during the century of registration. 
In the seventeenth century deaths by violence accounted 
for not quite 1% of all deaths, but in 1938 in the 
County of London 4.5% of the deaths were so desig- 
nated. This does not necessarily mean that the modern 
Londoner is more likely to be murdered; it simply 
means that in the past ‘natural’ Geaths were more 
frequent, and that death-dealing machinery was less 


British Medical Journal, 1941, 1, 739. 

2 Lancet, 1928, 2, 861. 

8 Presse méd., 1927, 35, 289. 

4 Epilcpsie und Trauma, by P. Feinberg, Zurich, 1954 


Lancet, 1955, 2, 1217. 
6 J. Neurol. Psychopath:, 1922, 3, 509. 
7 Medical Annual, 1932. 
8 trch. Newrol. Psy hiat., 
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in evidence. No precise comparison can be made, 
however, of the rates of mortality even since 1837, 
when registration of deaths became a national concern, 
because there have been so many changes of classifi- 
cation—for example, in 1861 deaths from intemperance 
and from deprivation of food were no longer classed 
as violent, and in 1901 deaths from food poisoning, 
injury at birth, and drug addiction were removed from 
this category, though deaths from privation and food 
poisoning were restored in 1911. Taking all forms of 
viglence the standardized rates per million in the decade 
1861-70 were 1,169 for males and 349 for females, 
and in thé quinquennium 1931-5 these had fallen to 
648 and 260 respectively. Taking rather different 
periods but with the same interval, in the years 1863-70 
the male death rate per million due to accidents in 
coal-mines was 96, to vehicles 195, to drowning 214, 
and to burns, scalds, and suffocation 182, while the 
corresponding figures for 1931-8 were 40, 260, 58, and 
49. The female death rate in these categories is 
smaller (except for burns, scalds, and suffocation, where 
it is equal to that in the male), but the trend is the 
same. It was in 1896 that the first deaths—those of 
one male and one female—were registered as due to 
motor-cars, and the first deaths due to motor-cycle 
accidents were those of two males in 1902. Infant 
deaths from overlying were examined by the Registrar- 
General in 1890, when he found that one-fifth of such 
deaths occurred during the first month of life, that 
60% of them occurred during the winter six months, 
and that these deaths were twice as numerous on 
Saturday nights as on any other night of the week. 
The assumption that the drunkenness of the parents 
was responsible for the weekly peak cannot be wholly 
justified. | Many of the deaths certified as overlying 
were probably due to pneumonia. 

The authors devoted the greater part of their paper 
to the question of suicide, of which there has been a 
large increase during the twentieth century, especially 
among women. The standardized suicide death rate 
per million for females in 1901 was 46, and it kept 
within the forties until 1924, except for the two war 
years, 1916 and 1917, when it fell to 88 and 35; but 
in 1925 it went up to 50, and has never fallen below 
that figure since then, even reaching 65 in 1933. 
Suicide rates are low among nuns and teachers other 
than music teachers (though what the rate is amongst 
music teachers and whether it shows any significant 
difference was not stated), and high among the wives 
of unoccupied males. Suicide is relatively more fre- 
quent among the black-coated class. The authors 
gave a table based on the figures for the period 
1930-2, which suggested that in males in professional 
occupations the highest rates were in the legal 
profession, and then, in diminishing numbers, among 
dental practitioners, officers in the Forces, authors and 
jeurnalists, and physicians and surgeons; while in the 
class of manual workers the highest rates (but’on a 
lower level than generally in the professional classes) 
were among barmen, costermongers, newspaper sellers, 
and dock labourers. As for the methods of self- 
destruction, the most striking feature is the increasing 
preference for the gas oven. In 1936-8, 31.5% of 
all male suicides and 42.2% of all female made. use 
of coal gas, which was not readily accessible for this 
purpose before the turn of the century and only 
became “fashionable” after the last war. The con- 


veniences of modern life are factors of as much import. 
ance in the suicide rate as its stresses and strains, 
War has hitherto had the effect of lowering the number 
of suicides, though what the effect may be of the 
present mass terrorism cannot yet be judged. Honi- 
cide has steadily decreased. The death rate per 
nillion due to murder and infanticide, which ip 
1863-70 was 12.5 for males and 11.1 for females, 
has fallen consistently, until in 1986-8 the figures for 
the sexes were 2.0 and 3.3. 

On the whole, violent deaths were diminishing, though 
the decline was retarded by the multiplication of 
instruments of violence, which may be expected to 
continue. ‘Unless the experience through which s0 
much of the world is now passing excites such a 
passionate hatred of the air that aeroplanes are classed 
with opium and proscribed, civil aviation may well 
compete seriously with motoring as a cause of death.” 
But Prof. Greenwood added that such proscription 
would be a fantastically improbable display of herd 
intelligence. 


SCABIES AND IMMIGRATION 


Scabies is a disease which periodically draws attention 
to itself because of the gross amount of irritation it causes 
in certain communities. It is difficult to control in the 
herd, and difficult to prevent in the individual. In two 
recent articles Dr. Reuben Friedman! traces the history 
of scabies in the United States. The early history is 
conjectural, but it is probable that the disease was intro- 
duced into the American colonies by the pioneer colonists. 
That the condition was prevalent enough to be a gold. 
mine for prospecting quacks and less scrupulous qualified 
practitioners is shown by the frequency with which adver- 
tisements for so-called cures appeared in philosophical 
and scientific magazines. Even Benjamin Franklin, one 
of the greatest of scientists, did not escape entirely from 
association with such practitioners ; his mother-in-law, the 
widow Read, advertised frequently in the Pennsylvania 
Gazette a cure which in ointment form had a pleasant 
smell and could be used ‘‘ without the least Apprehension 
of damage even to a Sucking Infant.’’ There is no indica- 
tion whether the price of two shillings an ounce was 
extortionate or otherwise, nor does there seem to be any 
corroboration of the widow’s claim that this quantity was 
‘sufficient to remove the most inveterate Itch and render 
the Skin clear and smooth.” This advertisement appeared 
in 1731, and in Jater years there was less emphasis on 
the prevalence of scabies. From records appearing in the 
earlier medical journals it is apparent that scabies made 
up only from 0.3 to 2% of skin conditions seen in large 
general hospitals. In other words there was no epidemic. 
Towards the middle of the ’eighties the proportion of 
cases of scabies seen at these hospitals rose steeply, and, 
what was more significant, skin specialists began to see 
such patients in their private practice. Greenough, in 
1886, commented on this frequency at the Boston Dis 
pensary and ascribed the increase to three factors— 
contagiousness, the fact that the disease was self-limited, 
and the free circulation which existed between cities and 
country districts. In 1889 White ascribed the prevalence 
to an increase in the crowding of operatives in the fac- 
tories of large cities, and to the growing number of 
commercial travellers. The true cause of the increased 
incidence—namely, the effect of immigration—was give 
by White in the following year, and he then stated that 


1 Ann. med. Hist., 1940, 2, 393, 401. 
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the means of prevention were simple. 
all immigrants were carefully inspected at quarantine and 
every one affected were submitted to a three-hours treat- 
ment, as in the quick cure of foreign military hospitals, 
we might before long reduce the prevalence of scabies to 
its former low percentage.’’ Despite the sanguine view 
taken by White the expected decrease did not come until 
very much later. Other authors—for example, Hyde and 
Montgomery in 1§04—speak of the increase in immi- 
grants. Stelwagon says that the introduction of a few 
immigrants from a foreign country into an unaffected 
centre of population often gave rise to a skin condition 
which the local inhabitants were quick to stigmatize with 
the nationality of the immigrants. Hence there arose terms 
such as “‘ Italian itch’’ and ‘‘ Hungarian itch.’’ Hyde, in 
1905, stated that ‘‘the fruitful and unfailing source of 
scabies in North America is Europe, and in particular 
the crowded residents of the Old World.’’ He believed 


‘that contributory causes were the aggregation of human 


beings which occurred at the holding of a great fair, 
and also war. At the present time we are spared some of 
the effects of immigration, but this country is in the throes 
of war ; the effect of heavy bombing brings people together 
in much Jess favourable conditions than exist during large 
fairs or exhibitions. There are definite grounds for be- 
lieving that the authorities are succeeding very well in 
treating cases of scabies as they arise, but the disease is 
again a major epidemiological problem. It would be bold 
to state that excessive prevalence can be prevented, and 
in these times it is useful to go back to the old records. 


BRONCHITIS AND OTHER INFECTIONS IN WAR 


‘It is a truism to say that deaths from violence are not the 


only, and not necessarily the largest, contributions to war 
mortality. The present conflict is likely to be no exception 
t> the rule, although, with greater knowledge and much more 
effective methods of control than before, the emphasis may 
well fall on very different causes of death. Small-pox, for 
instance, may hold fewer féars for us, though it is no source 
of complacency to know that many infants are still not 
vaccinated. The enteric fevers have already been kept in 
check, in spite of damaged water supplies. On the other 
hand, there is some indication of the expected rise in tuber- 
culosis. In reply to a question recently addressed to him, 
the Minister of Health stated that the number of deaths from 
all forms of tuberculosis in the second quarter of the year 
was 7,116 in 1940, compared with 6,863 in 19389 and 6,978 
in 1938. Some control, by no means full, can be assumed 
here. In the last war there was the influenza pandemic of 
1918-19. It fell equally on the sanitarily just and unjust, 
as the Registrar-General observed, and we are to-day very 
little if at all nearer averting its development on a major 
scale. So far we have escaped, and the course of the 
common infectious diseases in Great Britain has, too, been 
Cerebrospinal fever, invariably a camp- 
follower, is the one exception, with an incidence in 1940 
of at least ten times the normal—though with modern 
methods of treatment it will have a lower mortality. A 
close watch is no doubt being kept in official quarters on 
these and other pointers to the state of the public health. 
It is not so easy for those outside Government Departments 
to study the trends of disease and mortality and thus to 
draw attention to any untoward developments. There is 
delay, more perhaps than would seem inevitable, in pub- 
lishing the national records. The Registrar-General’s 
annual report for 1988 is still the last available. There are, 
too, the vast changes in the distribution of the population 
due to evacuation and conscription, and no one without 
access to official records can assess their influence. 


As he says, “Tg: 


One record that has, fortunately, been issued with regu- 
larity is the Registrar-General’s weekly report, which offers 
at least two features of interest—namely, the notifications 
of infectious diseases in the country as a whole and in 
different parts of it, and the causes of mortality in the 
County of London. Using the latter data, Prof. R. M. F. 
Picken contributed in last week’s Journal (p. 744) an 
interesting study of the mortality attributed to bronchitis ia 
London since the war. He observes that though the total 
mortality in 1940 (excluding for obvious reasons deaths from 
violence other than suicide) was not appreciably different 
from the average of the previous ten years (44,548 deaths 
against an average of 48,805 in 1930-9), there was a very 
large increase in deaths debited to bronchitis (4,675 against 
1,915). Two questions present themselves: How far is this 
rise real? and, How far is it attributable to war conditions? 
The main case for doubting its reality lies in the change 
that has taken place in tabulating causes of death when 
more than one appear on the certificate ; arbitrary rules of 
tabulation gave way in 1940 to acceptance so far as pos- 
sible of the certifying practitioner’s order of preference. 
This change would be likely to add to the figures for 
bronchitis and to reduce those for heart disease, and Prof. 
Picken’s study of the relevant figures leads him to the 
conclusion that a large part of the rise in bronchitis 
mortality is in fact fictitious. Part, on the other hand, 
seems certainly to have been genuine, and cannot be 
ascribed to influenza, which has been relatively absent. 
Its incidence followed the normal seasonal course, so that, 
in so far as there was a real increase in mortality from 
bronchitis in 1940, most of it was in the early part of the 
year—before resort to shelters became either necessary or 
frequent. A severe winter was the most noticeable feature 
of the period. In 1941 the cold spell was less severe and 
_came later in the year; the peak of bronchitis deaths was 
also later. Prof, Picken’s conclusion, therefore, is that, 
though the black-out may have increased the influence of 
ill ventilation which always accompanies cold weather and 
favours respiratory infection, it is most probable that the 
observed increase in mortality from bronchitis was due 
mainly to the exceptional weather conditions and not to 
special circumstances arising from the war. 


FUNCTIONAL VASCULAR DISTURBANCES IN THE 
BRAIN 


The study of what may be called the vascular factor in 
brain physiology and pathology has had its vicissitudes. 
The triumphs of staining methods for nerve cells and 
fibres fascinated brain histologists in the pursuit of still 
more refined ways of exposing the peculiarities of brain 
tissue itself, while the study of the physiology of the 
neuron, aided by technical developments in electro- 
physiology, has proved equally seductive to the experi- 
mental neurologists. Both kinds of technique had the 
advantage that they could be followed to a considerable 
extent im vitro; while the problems of the vascular 
supply to the brain, partly because they implied an intact 
animal, had, so far as possible, to be approached func- 
tionally, and so were for a time relatively neglected. 
This tendency in research was aided by the declaration 
of some physiologists that the blood supply to the brain, 
unlike that of other organs, had no nervous control of 
its own, and so could not be conceived as being dynamically 
related to brain function in the way that might by 
analogy have been anticipated. Of recent years, how- 
ever, the reverse opinion has been widely accepted, and 
physiologists and pathologists alike have turned to varia- 
tions in the blood supply to local areas of the brain to 
throw new light on its activity. An example is a recent 
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paper of Helfand’s!' on the effect of trauma on animal 
brains. He goes so far as to suggest that the variations 
in vascular supply to different regions of brains injured 
by the dropping of weights on the skull may depend on the 
transmission of local vascular reflex disturbances travelling 
by the meningeal vessels to the superficial layers of the 
cortex. In this way, it is suggested, it may be possible to 
explain the occurrence of local disturbances varying from 
complete absence of visible capillaries to local engorgement 
accompanied by diapedetic exudation, in contrast to the 
relative uniformity of capillary patterns throughout the 
normal cortex. Such observations were made more pos- 
sible by the use of the benzidine stain introduced by 
Pickworth. Brain histology has for many years been 
rather neglected in this country except in one or two 
laboratories, and it is encouraging to find a technical 
advance which is indigenous. 

The relation of such observations on the normal vascular 
pattern to the understanding of mental disorders is another 
question. Not many will be willing to go as far as 
Pickworth,? who enthusiastically declares that ‘“‘ it is 
believed that the exact locality within the brain of such 
vascular effects, duly considered in relation to duration 
and development growth, determines the type of mental 
disorder and defect.’’ This seems to contradict the existing 
knowledge of lack of association between locality of lesion 
and type of mental symptom ; nor will many agree that 
““ consciousness is made up of tensions, throbs, pangs, 
flushes, suffocations, etc.,’’ and nothing else. But such 
enthusiastic notions stimulate us to consider that the 
capillary flow may warrant more attention than it has 
received hitherto. It has also been shown that the function 
of a particular region of the brain is accompanied by capil- 
lary dilatation there—for example, in the olfactory lobe 
of a rabbit when its smell apparatus has been stimulated, 
and in the occipital lobe as the result of visual activity. In‘ 
pathological conditions more may be attributable to capil- 
lary obstruction in some instances than to direct toxic 
action on nerve cells. In tetanus and chorea, for example, 
thrombi are found in the vessels. It has been argued that 
the anoxaemia resulting from endarteritis is a cause of the 
parenchymatous change in general paralysis, and it has 
even been maintained by Hutton’ that the endarteritis 
itself, so far as the smaller vessels are concerned, is a result 
of anoxaemia. Vascularization means, of course, oxygena- 
tion. It seems more and more likely that the physio- 
pathology of the brain and the symptoms of the so-called 
symptomatic psychoses are ultimately matters of oxygen 
supply to brain cells. Even the constitutional psychoses 
may depend on episodic or chronic inadequacy of 
oxygenation of individual cells, and the effects of the new 
convulsion therapy may depend on the promotion «- 
capillary dilatation. 


SURGICAL ANTISEPTICS TO AVOID 


The war brings with it fluctuating difficulties in the supply 
of various materials used in everyday medical practice, and 
some of these, also, are urgently needed in the armament 
industry. Glycerin is an obvious example, and, in com- 
bination with iodine, was recently advocated in these 
columns for the treatment of wounds sustained in air raids. 
If there are other applications equally efficacious—as 
indeed there are—they should be used in preference to any 
that contains glycerin. Another substance we would urge 
practitioners to use sparingly is alcohol, whether in the 
form of surgical spirit or of medicinal tinctures. The use 
of surgical spirit is a familiar ritual, but it may be recalled 


1 Psychiat. Quart, 1941. 15, 33. 
2J. ment. Sci, 1941, 87, 50. 
3 Ibid., 87, 1 


that Colebrook showed that dettol applied to the skin jg 
remarkably effective in killing surface bacteria. In the 
whole field of surgical antisepsis the practitioner should 
ask himself what other antiseptic would do just as well as 
spirit and use it. We hope to publish a further statement 
on this subject. 


THE TAVISTOCK CLINIC 


The Tavistock Clinic (the Institute of Medical Psychology) 
has just issued its report for 1940, the twentieth year of its 
existence. All concerned with the clinic are entitled to 
congratulations, for the report shows that, in spite of the 
untoward circumstances and the consequential loss of staff, 
both medical and lay, and change of location, the clinic 
has been able to maintain uninterruptedly its useful 
activities. It has left Malet Place and is now housed at 
Westfield College, Kidderpore Avenue, Hampstead, N.W.3. 
It has not been possible to re-establish its small in-patient 
department, but the spirit and tradition of the institution 
have been preserved and sustained. It was not until the 
last quarter of the year that there was a significant and 
serious fall in the number of patients. This is ascribed to 
the intensified air raids on London and the large evacua- 
tion of children and exodus of considerable numbers of 
the popuation. The report, however, says that ‘‘ during 
the last few days of the year there was a marked increase 
in the number of applications for treatment. This may be 
attributed to improved adaptation on the part of patients 
to the difficulties and risks of travel rather than to an in- 
creased incidence of neurosis. We can confirm the fact 
that bombing has so far produced few cases of breakdown 
among civilians.’’ In its earlier years the clinic suffered 
from a certain scepticism and aloofness on the part of the 
generality of practitioners in regard to a telatively new 
field of medicine, and from the factions in psychological! 
medicine which were then well marked. The clinic never 
associated itself with any of these factions and has steadily 
pursued its middle course, developing increasingly by 
intimate relationships with general medicine, and aiming, 
both in its teaching and research, at linking the concepts 
of psychopathology with the findings of the physiological 
laboratory and clinical practice. This report should quicken 
interest in the work of the clinic and encourage the sup- 
port of the medical profession and of educationists and 
sociologists. 


We announce with great regret the death at the age of - 


85 of Sir D’Arcy Power, K.B.E., F.R.C.S., eminent alike 
for his work as a surgeon and as a medical historian, 
biographer, and bibliographer. Sir D’Arcy was a faithful 
friend to the British Medical Journal and its Editors, wrote 
many reviews and many articles and notes in the section 
‘“ Nova et Vetera,’’ and contributed the opening paper, 
on some memories of the Journal and the profession, for the 
Centennial Number published on October 5, 1940. 


On Thursday, June 5, at 5.50 p.m., Mr. John G. Winant, 
the American Ambassador, will attend the Lloyd Roberts 
Lecture at the house of the Royal Society of Medicine in order 
that he may receive the Hickman Medal, awarded by the 
Society, on the recommendation of the Section of Anaesthetics, 
to Dr. A. E. Guedal of Los Angeles. Immediately after the 
ceremony of presentation, the Lloyd Roberts Lecture will be 
delivered by Prof. Julian Huxley on ‘‘ Art as a Social 
Function.’’ Admission of Fellows and their friends will be 
by ticket only. Early application should be made to the 
Secretary at 1, Wimpole Street, W.1. 
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TREATMENT OF AIR-RAID 
CASUALTIES 


BY 
S. JOSEPH HOFFMAN, M.B., F.R.C.S.Ed. 


It is not proposed to advance an excuse for adding to the 
literature that has accumulated on the treatment of air-raid 
casualties. Thé subject is one of importance, and some 
benefit may accrue from the consideration of a routine 
technique that was gradually evolved during a year’s 
experience of numerous raids while R.S.O. at a hospital 


in the south of England and later consolidated elsewhere. ~ 


The total number of casualties thus far treated exceeds 700. 


Method of Reception of Casualties 
Early raids were fortunately on a small scale, casualties 


‘ rarely exceeding fifty. Yet even these comparatively small 


numbers placed a severe strain on the elaborate schemes 
that had been evolved for the reception of patients. In 
theory the concept of resuscitation wards, recovery wards, 
hysteria wards, ‘‘ awaiting x-ray ’’ wards, etc., was most 
attractive ; in actual practice it proved a complete failure. 
The same applied to the marking of patients with different 
colours to signify type and degree of injury, and urgency 
or otherwise of treatment. In the heat of the moment one 
never seemed able to remember what colour stood for 
what. 

All previous schemes were therefore scrapped, and the 
existing facilities for dealing with ‘‘ ordinary ’’ accidents 
were merely amplified. Ali cases were admitted through 
the accident room in the usual manner. Here a rapid but 
comprehensive examination was made, and the findings 
were jotted down on a card, which was pinned to the 
patient’s clothing. There was no attempt to decide 
whether operative intervention was urgently required or 
not, as this was deemed to lie within the province of the 
operating surgeon, 

A careful search was made for the presence of a 
tourniquet, and if this was found it was removed forthwith. 
Usually little or no bleeding follows even when limbs have 
been blown off. This is because the elastic coat of the 
artery retracts and plugs the vessel, and the veins twist 
up on themselves. In the rare case in which haemorrhage 
was still brisk—as when a vessel had been half divided 
and so could not retract—an attempt was made to control 
it with artery forceps. If this succeeded the tourniquet 
was left off ; otherwise it was reapplied. Finally a firm 
bandage over wool was applied, and this almost always 
controlled all bleeding. A.T.S. 2,000 units was adminis- 
tered as a routine, together with morphine, and the patient 
was then transferred to the ward. The time-honoured 
dosage of morphine grain 1/4 is almost without effect ; 
a minimum of 1/2 grain and often 1 grain is required. 
In particularly restless and psychically shocked patients 
this is best given intravenodsly. The injection must be 
made very slowly, and 1/2 grain is the maximum that can 
be safely given in this way. The effect is almost 
instantaneous. 

Pre-operative Treatment 


Every casualty is suffering from shock and requires 
adequate anti-shock treatment before operation. This 
fact now seems axiomatic. But in the first flush of 
enthusiasm one tended to overlook it and to rush cases into 
the theatre prematurely. This was particularly so with 
wounds of the thorax or abdomen. It resulted in successful 
operations but, unfortunately, in dead patients. In fact, 


after the first raid our mortality rate was over 40%, in 
spite of every operation having been completed within six 
hourS of the raid. 


On reaching the ward the patient is transferred to bed 
between warmed blankets, and anti-shock treatment is 
started. No attempt is made to undress the patient, the 
clothing being merely loosened where tight. If it is neces- 
sary to expose any area the overlying clothing is cut away. 
Every effort is made to disturb the patient as little as 
possible. As a preliminary measure the blood pressure is 
taken. It is invaluable both as a prognostic measure and 
as an index of response to treatment and fitness for 
operation. A systolic pressure below 80 almost always 
means that anti-shock treatment will fail and that death 
will ensue. 

Measures against Shock 


The anti-shock measures are best described in the 


following categories: 


1. Rest (both Mental and Physical) .—This is attained with 
the morphine. If the dosage so far given is ineffective the 
drug is repeated forthwith, preferably intravenously in order 
to get an immediate effect. At the same time temporary 
splints are adjusted so as te ensure immobilization of injured 
limbs. 

2. Heat.—This is best attained with a radiant-heat cradle. 
Cradles were made in bulk by the hospital electrician at a 
cost of some 30s. each. 

Fluid Replacement by Venoclysis.—The solution of choice 
is plasma. It is put up in vacoliters, and the assembly of the 
apparatus and introduction of the needle into a vein take but 
a few seconds. In a moderately severe case at least four 
pints is required. This is to be regarded as a basic minimum 
and may be insufficient. It is given as a fast drip at room 
temperature. It must be stressed that it is useless to pour in 
plasma at one end if it is leaking out almost as fast at the 
seat of injury.’ Literally pints can be lost through a lacerated 
wound of moderate severity within a few hours. Therefore 
a vigilant eye is kept on dressings, and if these become moist 
they are immediately taken off and the ‘wound inspected. 
If necessary a tourniquet is tightly applied just above the site 
of injury, and this effectively prevents any further plasma 
leak. Naturally the tourniquet is loosened at twenty-minute 
intervals. 

4. Oxygen Therapy.—This is an important adjuvant in the 
treatment, and quite dramatic improvement may follow the 
correction of tissue anoxaemia. The oxygen is best given 
through the B.L.B. mask. This latter is practically foolproof 
and, once adjusted, requires a minimum of attention. The 
technique of application, too, is simple. But one tip to the 
tyro: Use either a flowmeter or else a full oxygen cylinder. 


Operative Treatment 


This is undertaken as soon as the maximum response is 
thought to have been obtained from the anti-shock therapy. 
It is essentially a question of surgical judgment; but in the 
borderline case the blood pressure gives invaluable aid. 
To operate while the systolic pressure is still under 100 is 
to court disaster. It must be borne in mind, however, that 
with fractures of the long bones complete recovery from the 
shock is not obtained until the displacement has been recti- 
fied. If thought necessary the venoclysis is continued 
throughout the operation. 


The choice of anaesthetic is important. My preference 
is for sodium pentothal. I would remind those who use it, 
however, that the specific antidote is picrotoxin, and would 
suggest that ampoules of the latter kept on the anaesthetic 
table may prove life-saving. 


Technique 


This naturally varies with the site and extent of the 
injury. However, in all cases certain principles are 
observed : 


(a) No more is done than is essential to save life. After 
all, that is the prime function of the traumatic surgeon. 
Therefore one errs on the side of conservatism, deferring all 
procedures not essential to this end until a later date. (b) 
Primary suture of anything except clean incised wounds is 
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never done. (c) Amputation is rarely performed as a primary — plaster because of the smell. One is guided by the genera] 


procedure unles- the blood supply is irretrievably lost.. 

The usual type of injury commonly involves the limbs, and 
it is proposed to-describe the method used in dealing with 
such a lesion: 


1. The wound is exposed, and the surrounding healthy skin 
‘from the joint above to the joint below) is scrubbed with 
soap-and-water and then painted with iodine. 

2. The wound itself is scrubbed with a brush and dilute 
lysol water—2 drachms to the pint. This stains all dead 
tissue a dirty greyish white, and makes its subsequent recog- 
nition easy. 

3. The wound is flooded with hydrogen peroxide, and this 
in turn is washed out with spirit or ether. 

4. All dead tissue is now excised, beginning with the skin 
and working inward. A minimum of skin edge is removed. 
An effort is made to remove all foreign bodies; and the 
generally expressed view, that most metallic foreign bodies 
can be safely ieft, is not agreed with. They are a potent 
source of chronic wound sepsis, and may be one of the 
predisposing factors in the development of gas gangrene. 
Efficiency in locating and removing pieces of shrapnel 
comes only with experience. The wound is excised down to 
the deep fascia, and the point of penetration here is easily 
recognized. This is excised, and a finger is now gently 
insinuated into the track, and the latter is. followed down as 
far as the finger will go. If the shrapnel is still not reached, 
a second incision is made on to the finger-tip; the finger is 
withdrawn from the track, reinserted through the new opening, 
and the track again followed up. This procedure is repeated, 
if necessary, until eventually the shrapnel is felt, when it is 
removed with a pair of forceps. It is necessary to stress the 
need for the utmost gentleness. ‘‘ False passages’’ in the 
muscles are humiliatingly easy to make, and once one gets 
outside the original track it is well-nigh impossible to get 
back. By this means it is possible to trace a missile all the 
way up from the knee to the thigh with the minimum of tissue 
disturbance. In point of fact I have vivid memories of 
watching my ex-chief (who was an Army surgeon in the war 
of 1914-18) doing so, and producing a piece of metal the size 
of a golf ball from beneath the upper end of the adductor 
magnus—the entrance wound being in the region of the knee. 
No mention has been made of radiological localization. It 
was not found practicable to radiograph more than some 5% 
of cases. The time factor, and also sheer weight of numbers, 
precluded the use of this aid except where considered essential. 

5. Toilet having been completed, the wound has a guttered 
appearance, being almost as wide in its depths as on the 
surface. Large bleeding-points are tied off, but all others are 
left, the aim being tc reduce to an absolute minimum the 
foreign material (in this case catgut) in the wound. 

6. Finally, the wound is well smeared with “‘ zisp’’ and 
then packed with gauze impregnated with the same material. 
The bone ends, if severed, are manipulated into position, and 
the limb is immobilized in plaster-of-Paris. Primary suture 
of the wound is virtually never performed. 


‘*Zisp’’ calls for some explanation. Its formula is: 


Zinc peroxide 

Jodoform equal parts 
Sulphanilamide powder J 

Paraffin, q.s. to make a thin paste. 

The mechanical action is similar to that of the 
petroleum-jelly gauze in the Winnett Orr treatment, but 
there would appear to be several decided advantages. The 
emulsion is a deodorant. Thus there is none of the fetid 
odour which emanates from the patient subject to the 


_ Winnett Orr method, and it is possible to retain the plaster 


for as long as desired. The zinc peroxide liberates oxygen, 
and so retards the growth of anaerobic organisms. The 
inclusion of the sulphanilamide needs no comment. In 
spite of foreign views to the contrary, most surgeons agree 
that it plays a large part in keeping wounds aseptic. 


Post-operative Treatment 


This is virtually the same as originally recommended by 
Winnett Orr, except that it is not necessary to change the 


. both urgent and imperative. 


condition, by the pulse and the temperature, and by the 
local condition as evidenced by pain. Usually the tem. 
perature and pulse are normal, and the patient is comfort. 
able within two days. Persistent pain and a rapid pulse 
are each an indication par excellence for removal of the 
plaster and inspection of the wound. 


A final word about the late management of the wound, | 
Frequently it does very well for a time, and then inex. — 


plicably hangs fire. It is at this stage that small doses of 
insulin may work miracles. Five units night and morning 
suffices. 
Question of Gas Gangrene 

I have had the misfortune to see eleven cases of gas 
gangrene since the war began. Clinically these can best be 
divided into two groups, although in all cases the causative 
organisms were discovered. 


Mild Cases 


These usually occur in wounds which have been subjected 
to inadequate toilet and to primary suture. The patient is 
moderately toxic, with a temperature around 102° anda 
pulse rate around 120. The suture line is obviously under 
tension, and the wound is resonant to percussion. On 
removal of the sutures a thin dirty brown fluid, teeming 
with anaerobic Clostridia, seeps out. In this type a 100% 
cure can be expected from a combination of relief of ten- 
sion, deep therapy, and chemotherapy. Ablation is never 


Severe Cases 

Here the clinical picture is a different one. The patient is 
acutely ill and highly toxic. The temperature is not high, but 
the pulse is rapid and thready. The mental state is a charac 
teristic one, the patient being hyperalert, and probably assert- 
ing that he had never felt better. Locally the limb has a 
tense drum-like appearance and characteristic odour. The 
skin has a mottled marbled appearance with typical venous 
marking. The arteries are not palpable. This is a true 
gangrene and the blood supply is occluded, though whether 
this latter be cause or effect is problematical. It spreads 
almost as one watches it, and surgery should be considered 
Local intervention is meddle 
some, and in immediate ablation lies the only hope. 


At operation the limb is removed by a transverse incision, 
but the bone is divided as high above the skin level as 
possible. No attempt is made to get above the upper limit of 
infection, if necessary one being quite satisfied to go through 
the typical greyish mushy muscle. Haemorrhage is scanty, 
and only the main vessels are tied off. The wound is then 
packed with acriflavine in paraffin gauze, and the pack is held 
in position by three or four skin sutures 

Post-operative treatment consists in a combination of inten- 
sive chemotherapy with sulphapyridine, deep therapy, veno- 
clysis of glucose in saline, and anti-gas-gangrene serum. Three 
of the four cases of this type that I was associated with 
recovered on this regime. Four days later the skin sutures are 
divided and the pack removed. The wound now presents an 
amazing appearance. It literally looks as if it has just been 
made. This is because the acriflavine retards the formation-of 
granulation tissue. Under local anaesthesia secondary suture is 
performed just as though it were a fresh wound, and healing 
virtually occurs by first intention. This method of performing 
the amputation is as fast as the true guillotine operation and 
has none of its disadvantages. 


My thanks are due to Mr. H. John Nightingale, senior 
surgeon to the Royal South Hants Hospital, who is responsible 
both for my interest in traumatic surgery and for teaching me 
its principles and practice. 


The annual general meeting of the Royal Medical Benevolent 
Fund was held at the house of the Royal Society of Medicine 
on May 14, when Sir Thomas Barlow, Bt., was re-elected 
President, Dr. Lewis G. Glover Honorary Treasurer, and Mr. 
R. M. Handfield-Jones Honorary Secretary. The accounts for 
the year ended December 31, 1940, were presented and adopted 
for circulation to subscribers. i 


| 
| 
Pert 
fre: 
mit 
_five 
Foc 
Fo 
cate 
be 
of 1 
full 
Dru 
Lor 
adv 
follc 
pra 
or | 
is t 
‘tg : tinu 
circ 
ci 
4 
it si 
of 5 
trat 
alth 
dan; 
dan 
thes 
amo 
| few 
nece 
once 
= mus 
extr. 
Des} 
how 
inge: 
liver 
anae 
sion 
at 
whic 
howe 
obta 
liver 
that 
and 
com! 
expe 
is ch 
inipr 
liver 
such 


ind, 
nex- | 
Ss of 
ning 


gas 
t be 
tive 


May 24, 1941 


LIVER RATIONS 


THE BRITISH 787 
MEDICAL JOURNAL 


LIVER RATIONS: SENSITIVITY TO 
MARGARINE 


The following two statements, one on Rations of Fresh Liver for Cases of 
Pernicious Anaemia, and the other on Sensitivity to Margarine, have been 
received for publication from the Medical Research Council. 


FRESH LIVER FOR PERNICIOUS ANAEMIA 


Owing to the present shortage of supplies of raw liver the 
Food Rationing (Special Diets) Advisory Committee of the 
Medical Research Council were asked by the Ministry of Food 
to advise as to the necessity for providing special rations of 
fresh liver for the treatment of pernicious anaemia. The com- 
mittee advised .that fresh liver was not necessary for the 
treatment of cases of pernicious anaemia, save for those rare 
patients in whom it was proved that parenteral injection of 


_liver extract caused anaphylactic shock. The Ministry of 


Food have accordingly made no provision for allowing extra 
rations of fresh liver to cases of pernicious anaemia in general, 
but have arranged that, on the production of a medical certifi- 
cate giving adequate proof that liver extracts administered 
parenterally give rise to anaphylactic shock, such rations may 
be available for particular patients. Applications for rations 
of raw liver on this special ground should be supported by 
full medical evidence and should be sent to Prof. J. C. 
Drummond, Ministry of Food, Neville House, Page Street, 
London, $.W.1, for submission to the Ministry’s medical 
advisers. The advice of the committee was based on the 
following considerations: treatment of pernicious anaemia by 
means of parenteral injection of suitable liver extracts is, in 
practice, more efficient than treatment by ingestion of raw 
or lightly cooked liver ; treatment by injecting liver extracts 
is the cheapest way of treating pernicious anaemia; the con- 
tinued supply of fresh liver cannot be guaranteed under present 
circumstances, while liver extracts, by reason of their keeping 
properties, are likely to continue available. 


Resistance to Injection of Liver Extract 


It is now well recognized that the treatment of a case of 
pernicious anaemia cannot be considered satisfactory unless 
it succeeds in maintaining the red blood cell count at a figure 
of 5,000,000 or more per c.mm. and the haemoglobin concen- 
tration at a figure of 100% (Haldane) or more. If these 
figures are allowed to remain at lower values, then the patient, 
although perhaps feeling in good health, is exposed to the 
danger of developing subacute combined degeneration of the 
cord. While it is perfectly possible to raise and to maintain 
the red blood corpuscles and the haemoglobin percentage at 
these necessary values by the ingestion of fresh liver the 
amounts that it is required to ingest to do so are such that 
few patients continue to take them, as they should, indefi- 
nitely. With suitable liver extracts, on the other hand, the 
necessary criteria of successful treatment may be maintained, 
once the necessary levels have been attained, by the intra- 
muscular injection of 1 c.cm. or 2 c.cm. of a suitable liver 
extract at intervals which are seldom less than two weeks. 
Despite the manifest advantages of the treatment by injections, 
however, objection has been raised to it on the ground that 
certain patients, while reacting satisfactorily to treatment by 
ingestion of liver, are resistant to treatment by injection of 
liver extracts. Assuming that the diagnosis of pernicious 
anaemia is correct, there are two reasons why such an impres- 
sion may be gained. First, there are available on the market 
at present certain highly concentrated liver extracts which 
may not be efficacious in certain cases of pernicious anaemia 
which react well to ingestion of fresh liver. In such cases, 
however, it has been found that a satisfactory result is 
obtained when less concentrated, and incidentally cheaper, 
liver extracts are used. Second, it is not infrequently found 
that the initial expected improvement with treatment of a 
previously untreated case of pernicious anaemia is delayed, 
and this is especially so in cases complicated by sepsis or an 
infection or with arteriosclerosis. If in such cases treatment is 
commenced by injection of liver extracts and then, when the 
expected improvement does not speedily appear, the treatment 
is changed to ingestion of fresh liver with apparent speedy 
iniprovement the impression may thereby be gained that the 
patient is resistant to treatment by parenteral injection of 
liver extract. Actuaily this apparent resistance would, in 
such a case, be simply a manifestation of a delayed reaction 
to treatment, and if the treatments had been given in the 


reverse order the opposite impression would have been 
obtained. So convinced are the members of the Food 
Rationing (Special Diets) Advisory Committee that these are 
the usual explanations of the alleged resistance of true cases 
of pernicious anaemia to parenteral injection of liver extracts 
that they have agreed to test any case of pernicious anaemia in 
which the medical practitioner is convinced that such is not 
the explanation of why a particular patient reacts to ingestion 
of fresh liver while proving resistant to injection of liver 
extracts. Application for such a test to be made, accom- 
panied by full medical data, should be sent to Prof. J. C. 
ee Ministry of Food, Neville House, Page Street, 
S.W.1. 


The above considerations apply to true cases of pernicious 
anaemia. A blood picture similar to that of pernicious anaemia 
may occasionally occur in other conditions and liver may 
have no effect in these cases. These cases are of two main 
types : cases with extensive disease of the bone marrow usually 
of malignant origin ; cases in which by reason of advanced 
disease of the alimentary tract, such as sprue, short circuits, 
etc., there is marked failure of intestinal absorption and signs 
of deficiency diseases are present. For the former cases little 
can be done ; for the latter, successful treatment of the under- 
lying intestinal condition and of any deficiency diseases present 
may result in the patient becoming responsive to liver therapy. 


Economic Considerations 


It will be noted that the committee do not advise that 
patients should use either the liquid or powder preparations 
of liver designed for oral administration. Their reason for 
not doing so is that these preparations though undoubtedly 
efficacious, are uneconomical of the supply of raw liver avail- 
able. It has been estimated that about fifty times as much 
raw liver is required for the manufacture of a single dose of a 
particular oral preparation as is required for manufacturing an 
equivalent dose of a preparation for parenteral injection. 
Under the present circumstances the use of oral preparations 
is, therefore, to be deprecated. The same objection does not 
apply to the use of oral preparations made from the stomach. 


The erroneous impression that treatment by ingestion of 
fresh liver is cheaper than treatment by injection of liver 
extract should be corrected by comparing the daily cost to the 
treated patient of the amount of raw liver it is necessary for 
him to ingest to maintain his haemoglobin and red blood cell 
concentrations at the required value with the daily cost to him 
of an injection of liver extract, costing about one shilling, at 
intervals of one week or more. It will be seen that the 
cheapest way of treating a case of pernicious anaemia is by 
means of injections of suitable extracts of liver. 


SENSITIVITY TO MARGARINE 


Reduction in the amount of butter available has necessitated 
rationing regulations by which a varying proportion of the fat 
ration is made up of margarine. The result is that many 
persons, who in peacetime never ate margarine, now find that 
this substance is their main source of fat. Since the inception 
of butter rationing the Ministry of Food have received many 
requests for special rations of butter from persons who allege 
that they are unable to take margarine because it provokes in 
them untoward symptoms. The Ministry of Food have there- 
fore requested the Food Rationing (Special Diets) Advisory 
Committee of the Medical Research Council to advise them on 
how to deal with such applications. The committee have 
carefully considered the evidence regarding sensitivity to 
margarine, and they have come to the conclusion that, if true 
sensitivity to margarine exists, it must be a very rare 
condition. 

True and Apparent Sensitivity 


In reaching this conclusion the committee were careful to 
distinguish between true and apparent sensitivity to a food. 
In true sensitivity the untoward symptoms are provoked 
whenever the food is taken, even though the quantity ingested 
is small and even when the offending food is so disguised by 
its method of preparation that the patient is unaware that she 
is partaking of it. Apparent sensitivity, on the other hand, 
is distinguished by the fact that the particular symptoms are 
provoked only when the patient believes that she is partaking 
of the particular food ; they do not appear when the patient 
is unaware that she is consuming the article to which she is 
alleged to be sensitive, although they may appear when the 
patient, partaking of some other food, receives the impression 
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that she is actually consuming the offending article. Thus a 
patient with apparent sensitivity to margarine may retch and 
vomit after knowingly eating margarine, while she may con- 
sume witheut any untoward effect pastries containing a 
considerable proportion of margarine. A case of true sensi- 
tivity to margarine, if it exists. would be as sensitive to food 
prepared with margarine as to pure margarine. In this con- 
nexion the committee were made acquainted with the results 
of tests in which persons who were convinced of their ability 
to detect margarine were invited to partake of a large series 
of preparations, some consisting of or containing margarine, 
some consisting of or containing butter. The failure of 
candidates to distinguish accurately preparations of margarine 
from preparations of butter demonstrated that the alleged 
unpleasant properties of margarine, which these persons 
claimed to distinguish, existed only in the candidates’ imagina- 
tion and were dependent not on any property of margarine 
itself but on the candidates’ prejudices with regard to this 
substance That the large majority, if not all, of the cases 
of alleged sensitivity to margarine now applying for special 
rations of butter are of a similar nature is suggested by a 
comparison of present experience with that of peacetime 
practice. 

If true sensitivity to margarine actually exists to the extent 
that the application for special butter rations suggests, thn 
it should be a condition with which all physicians are well 
acquainted and one which, because of the large consumption 
of margarine in peacetime, they should have met frequently 
before the. introduction of the present rationing r>gulations. 
The lack of experience by physicians in peacetime of un- 
equivocal cases of true sensitivity to margarine suggests that 
this condition is at least a clinical rarity, and, further, that the 
majority, if not all, of the persons now applying to the 
Ministry of Food for special butter rations on the grounds 
of sensitivity to margarine are in fact not cases of true sensi- 
tivity, but merely persons who have previously convinced 
themselves, erroneously but often quite sincerely, that t! ev 
cannot take margarine. Nevertheless, medical knowledge on 
the question of sensitivity to margarine is not sufficiently 
complete for it to be stated dogmatically that cases of true 
sensitivity to margarine do not exist. 

While therefore the committee are of the opinion that 
sensitivity to margarine in the vast majority, if not all, of 
the persons now applying for special butter rations is more 
apparent than real, they are not prepared to exclude the 
possibility that in some instances true sensitivity to margarine 
may exist. The committee have therefore arranged to test 
the sensitivity to margarine of any person in whom the medical 
data suggest the possibility of true sensitivity. Applications 
for the test, accompanied by full medica] data, should be sent 
to Prof. J. C. Drummond, Ministry of ‘Food, Neville House, 
Page Street, S.W.1, for submission to the Ministry’s medical 
advisers, “who, if the medical data warrant it, will undertake 
to test the patient. 


EMERGENCY AMPUTATIONS 
M.R.C. WAR MEMORANDUM 


The War Wounds Committee of the Medical Research 
Council has issued M.R.C. War Memorandum No. 5 on 
‘‘ Emergency Amputations ’’ (H.M. Stationery Office, 2d. 
net). It has been prepared by the Subcommittee on 
Amputations, consisting of Mr. H. A. T. Fairbank, Surgeon 
Rear-Admiral G. Gordon-Taylor, Colonel C. Max Page, 
Mr. P. Jenner Verrall, and Mr. R. Watson-Jones. The 
following is a summary of the principal points. 


The memorandum begins by pointing out that in the treat- 
ment of wounds and combined fractures amputation is seldom 
needed except where injuries are grave and multiple or the 
main blood vessels of a limb are destroyed. In multiple 
injury due regard must be paid to the effects of concomitant 
lesions in deciding whether a damaged limb may be preserved. 
Where the injury is confined to one limb the main indication 
for amputation is irreparable interference with the blood 
supply. A surgeon who amputates because of the severity of 
the local injury assumes a grave responsibility, and a second 
expert opinion should always be sought. 


Immediate Amputation 


The type of amputation suited to a particular case depends 
upon the time which has elapsed since injury, the level at 
which amputation is indicated, and the genera] condition of 
the patient. It is occasionally necessary to amputate without 
delay, as in the case of a person pinned down by a weight of 
masonry ; but whenever conditions permit, amputation should 
be deferred for an hour or two while wound shock is treated. 
Occasionally, where gross injury to a limb is associated with 
fracture, an immediate amputation at the level of the wound 
is the procedure of choice. In some cases it may merely be 
necessary to sever a few remaining strands of soft parts and 
excise portions of badly lacerated muscle. Where the local 
destruction has been less severe the operation will amount to a 
guillotine operation at the site of injury, save that no further 
bone section is made. This will conserve maximum bone, 
but is likely to entail a secondary formal amputation later. 

Ordinarily the first six or eight hours after injury may be 
regarded as a safe period, with a reasonable prospect of first- 
intention healing of an amputation stump. Principles of 
treatment comprise excision of devitalized contaminated 
tissues and primary skin suture. A formal flap operation is 
performed at the site of election* and the skin flaps sutured 
in the usual manner. If the time-lag is somewhat greater 
than six or eight hours, and the wound is near the site of 
election, or if early evacuation of the patient seems probable, 
a flap amputation with delayed primary skin suture should be 
performed. Mattress sutures are inserted in the margins of 
the flaps, but not tied, and protected from coming out by 
strips of rubber tubing or buttons, so that light traction may 
be applied. The traction is discontinued after from two to 
ten days, if there is no active infection, and the sutures are 


_then tied. 


Late Amputation 


Indications for late amputation are gangrene due to vascular 
thrombosis, massive gas gangrene, and danger to life from 
spreading infection or severe secondary haemorrhage. If more 
than twenty-four hours have elapsed since injury, flap ampu- 
tation with primary skin suture is unsafe and may be dan- 
gerous. The following are the alternatives: 


(1) When primary amputation can be performed well 
below the site of election— 


(a) A guillotine or circular flapless amputation at a low 
level ; 

(b) Flap amputation with the flaps left open or only 
loosely approximated to cover the raw area. (After each of 
these forms of primary amputation, a formal flap amputa- 
tion at the site of election may be carried out when infection 
and oedema have subsided.) 


(2) When the amputation must be at or close above the site 
ot election— 


(a) If there is viable skin below the amputation level, 
flap amputation with traction and secondary suture of the 
skin flaps; 

(b) If no viable skin below that level, guillotine amputa- 
tion with continued skin traction until the wound is healed, 
no other amputation being performed. 


Ina circular amputation the skin is divided at one level, 
the muscles at a higher level, and the bone at a still higher. 
A guillotine amputation is strictly one in which skin, muscles, 
and bone are divided in the same plane, although the experi- 
enced surgeon usually retracts each layer slightly before divid- 
ing the next. The purposes of such amputation are to save 
life in severe infections by removing a limb rapidly, leaving 
the smallest possible and most easily drained wound and 
enabling a clean amputation to be done later at the site of 


election, and to conserve length of stump when skin has been _ 


extensively destroyed. 


Complications of Guillotine Amputation 


Certain precautions are necessary to avoid serious sequelae 
of guillotine amputation. At whatever level the original 


* The site of election for the various amputations is as follows 
ge minima are given in brackets) : Leg, 5$ in. below knee-joint 
(3 in.). Thigh, ro in. below top of trochanter (6 in.). Forearm, 
7 in. below “tip of olecranon (4 in.). 
acromion (5 in.). 


Upper arm, 8 in. below 
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guillotine has been performed, any reamputation must involve 
division of bone at a higher level. If the guillotine was 
performed well below the site of election, this is not a disad- 
vantage, but if at or above the site, reamputation at a higher 
level gives a stump unduly short and possibly useless. If no 
skin traction is applied, skin and muscle retract, producing a 
conical stump, with projecting bare bone, and the whole cone 
must be removed at reamputation, so that the final stump may 
be far too short. The complication may be avoided by apply- 
ing skin traction within twenty-four to forty-eight hours of the 
first amputation. Four strips of adhesive strapping are 
applied to the skin, the adhesive reaching as near the margin 
of the wound as possible, and secured by encircling turns of 
strapping. To each of the strips is attached a cord, leading 
to a weight suspended over a pulley at the foot of the bed, 
or, if the patient must be evacuated, a Thomas splint may 
be used, to the lower end of which the four cords are 
fastened, the ring being pressed up against the tuber ischii. 
Detailed drawings of these applications are included in the 
memorandum. 

If the raw granulating surface is repeatedly dressed the 
patient suffers severe pain, with fluid loss and danger of 
secondary haemorrhage. This can be avgided by using the 
‘infrequent dressings technique *’ (as in the Winnett Orr and 
Trueta treatment of infected wounds). To minimize the risk 
of secondary haemorrhage in high guillotine amputation of 
the thigh, it is advisable to ligate the femoral artery in its 
continuity just below Poupart’s ligament at the time of the 
amputation. If reamputation be performed too soon, healing 
wijl not be by first intention, and a second amputation may 
be necessary, with further shortening of the stump. This can 
be avoided by deferring reamputation not only until the 
granulating surface is clean, but until all oedema has dis- 
appeared. 

Indications for guillotine are as follows: (1) cases reaching 
the surgeon in such a desperate condition that only an opera- 
tion performed with this speed and simplicity holds out 
promise of recovery; (2) cases of persons caught by a limb 
in machinery or held down by masonry; (8) cases of severe 
infection or gangrene where the section of the limb can be 
placed at a low enough level to permit subsequent reamputa- 
tion at the site of election; (4) cases needing amputation at 
the site of election or close above it where no skin is available 
below that level and it is proposed that the guillotine shall 
be the final amputation. 

A flap amputation cannot be performed quite as quickly as 
a guillotine, and the area of exposed tissue is greater; but 
there are circumstances in which this operation is preferable. 
If the site of amputation is determined by the destruction and 
infection of muscles, the skin below this level being viable, 
and if the level is at or above the site of election, generous 
skin flaps should always be cut, the muscle and bone divided 
at the higher level, and mattress sutures inserted in the skin 
flaps for continuous traction. 


GLASS SUBSTITUTES AND PROTECTION 
FROM FLYING GLASS 


The vast number of casualties, most of them minor but some 
major, caused by broken glass, prompted an exhibition of the 
materials now available as substitutes for window glass and 
the means of protection from glass splinters. This was housed 
at the Building Centre, New Bond Street, London, and was 
designed to illustrate the methods of carrying out the recom- 
mendations of the Ministry of Home Security as embodied in 
a memorandum published by its Research and Experiments 
Branch. A wide range of materials was on view, the larger 
number of them being some form of textile netting or of 
cellulose film. The substitutes for glass vary in price from 
ls. Gd. to 10s. a square yard; they are weatherproof and 
capable of being fixed to the metal frames of windows with 
a special composition. They include netting impregnated 
with a gelatin-like material, cotton backed with a rubber 
solution, a kind of bakelite which has the appearance of 
corrugated iron, wire buried in cellophane, and a material 
called ‘‘ dufayglass,’’ which is a cellulose acetate film re- 
inforced with cotton net. To prevent glass from scattering 
there are various kinds of net to be affixed to glass by wetting 
and pressure, blinds of black cloth with rubber backing, and 


wired glass and glass bricks which have been found to with- 
stand severe fire tests and even to retard fire. These bricks 
form an architectural feature, give a considerable diffusion 
of light, and, illuminated, might be used to indicate the 
position of shelters. One of the complications of window 
protection is that the blast wave has a kind of ‘‘S”’ form, 
and may cause the glass of the window to fall either outwards 
or inwards, according to the phase which is in operation at a 
particular spot. To ensure more complete protection panes 
should be treated on both sides, which means a further heavy 
diminution in transparency. The exhibition also showed how 
the science of ventilation is adapting itself to black-out con- 
ditions. Intake ventilators were shown which can be fixed 
to glass, wood, or metal. One special contrivance fixed to 
a window frame permits the window to be partially open 
during black-out. There are ingenious vents in the 
pelmet and cowls arranged in such a way as to provide the 
maximum of ventilation while observing the lighting regula- 
tions. If the ideas find wide adoption the third war winter 
should see the problem of interior stuffiness solved. 


Local News 


ENGLAND AND WALES 


London School of Hygiene and Tropical Medicine 


A report on the work of the London School of Hygiene 
and Tropical Medicine, which incorporates the Ross Institute, 
has been made for the year 1939-40. Since the end of the 
period covered by the report Sir Wilson Jameson has resigned 
his post as dean on his appointment as Chief Medical Officer 
of the Ministry of Health, and Lieut.-Colonel G. S. Parkinson 
has been appointed dean for the duration of the war. The 
war has seriously affected the work of the school, but pro- 
grammes of research have been carried out as well as a 
limited amount of teaching, and short intensive courses have 
been given for persons about to undertake service in the 
Tropics. The department of clinical tropical medicine suffered 
a serious blow when the Hospital for Tropical Diseases was 
closed on the outbreak ot war, but as a temporary measure 
ten beds were allocated at the Dreadnought Hospital, Green- 
wich, for cases of the type which previously had been admitted 
to Gordon Street. The Dreadnought itself has since been 
damaged, so that other provision for the teaching of clinical 
medicine has had to be made. The department of parasitology 
has been transferred to St. Albans, where an investigation on 
subclinical helminthiasis in Great Britain has been continued, 
as well as other studies. Investigations on lice have occupied 
the department of entomology, and the use of modern insecti- 
cides in controlling lice has been carefully examined. In the 
department of epidemiology and vital statistics a great deal 
of statistical work relating to air-raid casualties has been under- 
taken. In the public health department the behaviour of the 
skin, especially in relation to the effects of clothing, has been 
one of the subjects of study, and workers in this department ° 
have also assisted in the Medical Research Council’s exten- 
sive investigation of pulmonary disease among anthracite 
miners in South Wales. <A certain amount of teaching has 
been given in the department of medical industrial psychology, 
especially for medical men taking up work in industry, and 
for industrial nurses. The Ross Institute has also maintained 
its activities very well throughout the year in spite of great 
difficulties. In the earlier part of the year the director of 
the institute, Sir Malcolm Watson, visited India and West 
Africa, and, among other matters, made an extensive study of 
malarial control work. A list is given in the report of nearly 
one hundred papers which members of the stafi of the school 
and of the Ross Institute have contributed to scientific journals. 
The accounts show a substantial surplus on the year’s working, 
thanks largely to the generous aid of industrial concerns with 
interests in tropical countries. 


Liverpool Psychiatric Clinic 


‘That the war has made little difference to the activities of 
the Liverpool Psychiatric Clinic is revealed in the report 
presented to the recent annual meeting. The clinic has now, 
however, no paid medical personnel, and were it not for the 
devoted services of its five honorary. physicians it would have 
to close down. The report states that ‘‘ psychologically speak- 
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ing, tnemy action upon Merseyside has had little direct result.”’ 
A few cases have been dealt with of civil defence and arma- 
ment workers subjecied to prolonged and excessive stress, but 
it had been anticipated that concentrated aerial bombardment 
or even the threat of air raids might cause numerous cases of 
alarm, distress, or even panic. An intensive course of instruc- 
tion has been given to selected volunteers to fit them as 
auxiliary mental health workers in such circumstances, and 
eighteen workers were prepared in Liverpool and warned for 
service, but so far—the report takes the story to the end of 
1940—none of them has been required in that capacity. The 
new patients attending the clinic in 1940 numbered 261 and 
the attendances 1,710. At the same meeting Mr. D. W. 
Harding, senior lecturer on psychology at the University, gave 
an address on mental health in post-war reconstruction. 


Correspondence 


Obscure Nervous Effects of Air Raids 


Sir,—I read with interest and can endorse Mr. 
Harrisson’s excellent clinical observations (April 12, p. 573). 
These are, however, not limited to air-raid casualties, as 
similar cases occur as sequelae to a variety of conditions, 
notably influenza; from a medical point of view their 
symptoms are mental and not neurological. Dr. Clifford 
Allen. (May 10, p. 727) also emphasizes the frequent 
occurrence of mild cases of stupor, and his “ reflex reaction ” 
is remimiscent of the behaviour of patients who endure a minor 
operation, then collapse a minute or so afier the last bandage 
is in position. 

My experience of the pathology of air-raid casualties is so 
far very limited; ideal material for histological examination is 
of course unobtainable, since death itself is a more advanced 
state than concussion. I have, however, come to the con- 
clusion that the pathology of both immediate and remote 
effects is essentially vascular. One of my air-raid casualties 
had gross vascular lesions in the brain stem and at the large 
nerve roots (optic chiasma)—obviously due to severe tissue 
stretching along the spinal axis. Another casualty did not 
show such localization, but had a fractured lumbar spine. The 
brains from these cases and from some intracranial pressure 
experiments on animals all showed defective staining with the 
benzidine technique. This defect I attribute to a tissue acidity 
from anoxia, which arises when the vascular network is 
deformed, since the stretching acts as a mechanical irritant in 
causing capillary constriction. Neurone function is not 
affected by this stretch. I have recently shown that con- 
duction in the frog's nerve is unimpaired by severe stretching 
even up to the moment of rupture of its muscle attachments. 

When the tissues about the posterior hypothalamus are 
stretched (with resulting capillary constriction) unconscious- 
ness results (Bailey) ; and it is logical to conclude that if the 
return of consciousness is delayed, partial, or associated with 
“mental changes, many such constricted capillaries have failed 
to reopen properly. An effective blast wave has a pressure 
of from twice to a hundred times that of normal blood 
pressure, so that not only deformations of tissue with stretch- 
ing and capillary constriction occur but also undue and 
partially irrecoverable distension of larger cerebral vessels 
are histologically demonstrable (for example, rupture of the 
elastic or muscle coat of the arteries; rupture, dilatation, and 
stasis in the veins). 

Depending upon the extent and locality of these combined 
lesions and their vascular sequelae, labile sensori-motor asso- 
ciations are disturbed, resulting in abnormal behaviour which 
sometimes resembles that of post-lethargic encephalitis as 
noted by Dr. H. Crichton-Miller (April 26, p. 647). I have 
no doubt that such pathology would be enhanced and main- 
tained by chronic nasal sinusitis in a manner similar to that 
by which such toxi-infective conditions produce cerebral 
vascular lesions in mental disorder cases.—I am, etc., 


Birmingham, May 15. F. A. PickwortuH. 


S1r,—In his letter (May 10, p. 727) Dr. Clifford Allen has 
suggested that concussion can be caused by blast, and that 
damage to the cribriform plate and nasal sinuses may occur 
sufficient to allow spread of infection to the meninges. This 
Jatter suggestion is very important, but I cannot agree with 


Tom 


the former. Investigations on the effects of blast on the 
central nervous system have been pursued at the same time as 
the other studies on the effects of blast carried out for the 
Research and Experiments Department of the Ministry of 
Home Security under the direction of Professor S. Zuckerman, 
We have never seen any signs of unconsciousness in any of 
our surviving animals even within 10 seconds of exposure. A 
monkey which had suffered lung damage which caused death 
from pulmonary oedema in two hours was immediately capable 
of co-ordinated activity. Some of our animals have shown 
signs of fright and have refused to feed for a few hours after 
exposure, but their behaviour has been otherwise normal. On 
the other hand, there is no doubt that a recognizable picture 
of concussion can be produced in animals by impact. 

The results of a specially conducted survey of air-raid 
casualties have shown that concussion does not occur apart 
from the impact of the skull: with a solid object. 
of being ‘‘ dazed ’’ is common, but this, without retrograde 
amnesia and without a period of unconsciousness, does not 
constitute concussion. 

Blast, in fact, dees net ‘‘ act like a solid body.’’ Where it 
encounters an air space in which the pressure cannot change” 
as rapidly as the pressure outside it, the walls of the air space 
will be distorted anti may break. This is equally true of the 
windows of a room and of the tympanic membrane as a wall 
of the middle ear. We have suspected that it may also be 
true of the nasa] sinuses and air passages, to which pressure 
may be transmitted by the relatively incompressible tissues of 
the head. Thus damage to the cribriform plate might occur 
without the impact ot a solid body. The existence and import- 
ance of this effect are under investigation, and we ate 
indebted te Dr. Clifford Allen for his suggestion of its clinical 
importance.—I am, etc., 


University Laboratory of Physiology, 
Oxford, May 13. 


D. WHITTERIDGE. 


Renal Complications of Sulphapyridine 


Sir,—We had a similar case in 1940 to those mentioned 
by Major F. R. Fletcher (February 15, p. 242), Mr. J. C. 
Leedham-Green (April 19, p. 586), and Dr. J. Rowland Hughes 
(May 10, p. 730). A man aged 44 developed acute influenzal 
pneumonia. In three days he received 12 grammes of sulpha- 
pyridine, and was much better on the evening of the third 
day. At 8 a.m. on the fourth day he developed violent pains 
in both loins, passed two ounces of blood-stained urine, and 
then had complete anuria. This lasted for twenty-four hours. 
He was to be admitted to hospital, when we gave him 40 
grains of potassium citrate orally. Two hours later he passed 
40 ounces of blood-stained urine, and from that time his 
kidneys functioned quite normally. Unfortunately ten days 
later he developed an empyema and had to have a rib resection 
but after a stormy convalescence he made a good recovery. 
It might be worth while to use potassium citrate orally before 
trying intravenous medication in such cases.—We are, etc., 

James HANNAN, M.B., Ch.B. 
Hamitron F, Morrir, L.R.C.P.&S.1. 


Aberdare, May 14. 


Tuberculosis in the Army 


Sir,—In a communication in the Journal of March 22 (p. 
441) Major G. D. Kersiey, discussing pulmonary tuberculosis 
in soldiers, makes the following statement: ‘‘ Cooper (1940) 
says that 5% of recruits to the 6th Division of the A.I.F. 
were turned down by medical boards on account of phthisis 
and that another 0.9% were later discovered by micro- 
radiography, of which over half appeared to be active.’’ This 
suggestion—that of every twenty Australian men of military 
age one should he suffering from phthisis, diagnosable by 
medical boards presumably not using mass radiography— 
appeared to me to be so remarkable that I looked up once 
more Cooper's excellent paper (Journal, August 24, 1940, p. 
245), abstracted in the Bulletin of War Medicine, January, 
1941, p. 179. I could find no confirmation of the figures given 
by Major Kersley, since Cooper claims that 0.55% of the men 
were found by microradiography to have active tuberculosis; 
he does not say how many recruits were found to be tuber- 
culous by the medical boards. The figures given by Major 
Kersley suggest that far more cases of tuberculosis are de- 


tected by clinical examination than by microradiography, , 
whereas precisely the opposite impression is given by Cooper's; 
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paper and by a large mass of other recent work on the subject. 
It seems, therefore, to be of some importance to raise the 
point.—I am, .etc., 
CHARLES WILCOCKsS, 
Assistant Director, Bureau of Hygiene 
London, W.C.1, May 14. and Tropical Diseases. 


Physical Medicine, Orthopaedics, and 
Rehabilitation 


Srr,—In an annotation (April 26, p. 685) you claim that 
the poor results of massage, ultra-violet light, short-wave, and 
other electrical currents could have been avoided by physical 
medicine experts, because in such hands these measures 
“ might never have been employed in that way.’’ The meaning 
of this observation is obscure, but surely it is well known 
that all such passive treatment failed because it was elevated 
to a status of false importance, so that patients were deluded 


_into believing that they need only sit back and be cured. 


Inertia was induced, indolence was promoted, and finally the 
will to recover was lost. Your suggestion that consultants are 
needed for “the expert prescription of massage ” because 
otherwise practitioners leave the choice of method to the 
“ trained—but not medically trained—technician,’’ is no more 
convincing than would be the suggestion that consultants are 
needed for the expert prevention of bed-sores, in order not to 
leave treatment to the trained—but not medically trained— 
nurse. You say that physical medicine consultants are re- 
quired because “ orthopaedic surgeons have inadequate know- 
ledge of the various means employed in physical medicine.’’ 
About two-thirds of the time of an orthopaedic surgeon is 
engaged in methods of physical medicine, and we do not know 
upon what grounds you suggest that his knowledge is in- 
adequate. But assuming that the criticism is justified, is the 
remedy correct? You may have similar grounds for charging 
urological surgeons with inadequate knowledge of cystoscopy, 
and neurologists with inadequate knowledge of spinal 
puncture. Would you therefore .create consultants in 
cystoscopic apparatus and consultants in lumbar puncture? 
Finally, and most dangerously, you make the astonishing 
observation—* Orthopaedic surgeons have been heard to claim 
that they are capable of seeing their cases through from 
beginning to end.’’ How short a time since you yourself 
fought to achieve that very object! In pleading for the 
organization of orthopaedic and fracture services you insisted 
that there must be “ continuity of treatment ” and “ unity of 
control.’’ The British Medical Association, in one of its most 
successful reports, deplored the system by which surgeons 
treated their cases to a certain point and then handed them 
on to masseuses and physiotherapists, so that surgeons knew 
nothing of the end and physiotherapists knew nothing of the 
beginning. Under no circumstances must the orthopaedic 
surgeon “ be freed from anxieties about the final stages of 
treatment.” It was exactly this freedom from anxiety which 
accounted for the deplorable results of fracture treatment in 
former days. 

These are not the arguments by which to support the 
survival of physical medicine. Physical medicine will survive, 
but not as we knew it in the past. It is a part of orthopaedic 
treatment which begins on the first day that an injury is 
sustained, and continues throughout every phase of treatment. 
It is so closely bound up with other orthopaedic measures 
that it cannot be isolated and separated. Moreover, the blue 
lights and red lights, and the long waves and short waves, 
which loomed so prominently in the past, will be relegated 
to their proper place. Massage and heat will no longer be 
prescribed as a treatment, but simply as a prelude to the 
patient's own activity, which is the essential treatment. The 
future of physical medicine is assured when the physical 
medicine specialist concentrates on the patient rather than on 
the apparatus, and more particularly when he concentrates 
on the mentality of the patient and the psychological reactions 
Which are hindering his physical recovery. A medical officer 
May well devote his attention to this non-operative aspect 
of orthopaedic surgery, and thereby earn the title of 
‘“ orthopaedic physician.’’ His training will be no less lengthy 
than that of his surgical colleague, his knowledge of bone and 
Jot pathology no less profound, his ability in diagnosis, in 
manipulative technique, and in the use of plaster no less com- 
plete. He may have no gift of operative skill, but he will 
have the gift of a personality which encourages, stimulates, 


and inspires his patients. A few medical officers with this 
experience and ability are already at work in rehabilitation 
centres in the Services and in the E.M.S. We believe that 
they are the physical medicine experts or “ orthopacdic 
physicians ” of the future.—We are, etc., 


T. P. McMurray, Liverpool. R. Strritnc, Edinburgh. 
H. J. Seppon, Oxford. W. GIssANE, London. 
R. Watson-Jones, Liverpool. C. Irwin, Newcastle. 
H. O. Crarke, Manchester. Eric Lioyp, London. 


President and Secretary of the British Orthopaedic Association, and 
Chairman and members of the Standing Committee on Fractures. 


Sir,—Your annotation on ‘‘ Physical Medicine, Ortho- 
paedics, and the Services ’’ contains so much which is ill 
informed and even prejudiced that it cannot be allowed to pass 
unchallenged. The scope of the practice of orthopaedic 
surgery was admirably defined by the late Sir Robert Jones 
for the guidance of his disciples in the early years after the 
war of 1914-18. The definition was“as follows: ‘‘ The treat- 
ment by manipulation, operation, re-education, and rehabili- 
tation, of the injuries and diseases of the locomotor system.’’ 
Though stated in terms relating primarily to therapeutics, this 
definition embodied the dual conception of orthopaedic 
surgery (1) as an integral part of surgery as a whole; and 
(2) as an independent clinical art and science (orthopaedics), 
intimately related to the practice of preventive medicine and 
to the problems of physical education and industrial welfare. 
To this must be added that in his chosen field the orthopaedic 
surgeon, as a Clinician, acts as a court of first instance, 
collaborating freely with other colleagues when collateral 
evidence is required for accurate diagnosis. 

In his responsibility to the patient the orthopaedic surgeon’s 
practice is based on the principle of unity of control throughout 
all phases of treatment to the final goal of maximum recovery 
of function. This principle has been widely accepted as one 
of the essential features of the modern organized fracture 
department (B.M.A. Fracture Commission, 1935: Interdepart- 
mental Committee’s Report, 1939). 

Many, though not all, of the measures included under the 
term ‘‘ physical medicine ’’ are thus an integral part of the 
therapeutic armamentarium of the orthopaedic surgeon. Both 
in his private clinic and in his hospital service the orthopaedic 
surgeon chooses the type of physical treatment suitable for his 
patient, prescribes in detail to the trained masseuse who forms 
part of his team, and controls such treatment throughout. 
The writer of your annotation must realize that there will be 
no withdrawal from this position. 

Space does not permit me here to trace the evolution of 
physical medicine, which in its early beginnings owed much to 
the practice and teaching of the orthopaedic surgeon of past 
generations. In Germany, even to-day, the orthopaedic 
surgeon could be better described by the term ‘‘ orthopaedic 
physician,’’ for his practice is founded on a combination of 
minor operative procedures, the extensive use of plaster, 
splints, and appliances, massage, mechanotherapy, and 
gymnastic exercises. At the present time there are in Great 
Britain, among the senior orthopaedic surgeons, a number 
who have had many years’ experience in the direction of 
departments of physical medicine. I myself founded and 
directed for twenty years the department of physiotherapy 
and its associated school of massage at the Ancoats Hospital, 
Manchester. In the training of the younger orthopaedic 
surgeon we regard as essential a knowledge not only of the 
scope but of the practical details of physical treatment. It is 
thus quite absurd to suggest, as does your annotation, that 
‘‘the orthopaedic surgeon has inadequate knowledge of the 
various means employed in physical medicine.’ 

In asserting his right and competence to prescribe and 
direct physical treatment for his own patients the orthopaedic 
surgeon recognizes that there is a wide field of medicine, 
primarily the responsibility of the physician, in which physical 
methods of treatment play an important part. I need only 
quote as examples the rheumatic diseases and affections of 
the nervous system. In this field the general physician, if 
so disposed, is entitled to sublet his therapeutic rights to 
specialists in treatment—in my judgment a most unsatis- 
factory arrangement. But what has actually happened is that 
in the growth of specialism there has emerged a group of well- 
trained physicians—working mainly in spas—who, like the 
orthopaedic surgeons, have found it essential to prescribe and 
control such physical measures as in their judgment will benefit 
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their patients. Here we see, in general medicine, the true 
counterpart of the orthopaedic surgeon in general surgery. 
So far as I am aware, these specialist physicians have shown no 
great desire to be labelled simply as specialists in treatment, 
nor yet to adopt the new title of ‘‘ orthopaedic physician.”’ 
If I may venture to prophesy, they are likely to remain content 
to be known as physicians, consultant in status and 
responsible both for diagnosis and for treatment in all phases 
of the diseases which form their chosen field of practice. The 
orthopaedic physician of the future—if he takes shape in any 
great numbers, which I doubt—can only be drawn from the 
ranks of the fully trained orthopaedic surgeons. He will be an 
individual who for some well-founded reason has decided to 
relinquish the operative side of his work.—I am, etc., 


Manchester, May 13. Harry Pratt. 


Srr,—Your annotation prompts me to ask your indulgence 
to discuss a few points raised therein. 

You state that one reason why the subject of physical 
medicine is little comprehended by the profession at large 
is that the methods used by those who specialize in it do not 
form a real part of the training of students. Whose is the 
fault? Certainly not those who practise physical medicine, 
for they have made persistent efforts to encourage training 
in physical medicine methods as part of the compulsory general 
training of students, and failed mainly because of opposition 
from the medical profession itself. Mainly due to this the 
gates of the field of quackery have been further opened. 
Moreover, the field of quackery is by no means confined to 
physical medicine, as the charge equally affects many medical 
methods such as vaccine and glandular therapy (see advertise- 
ments in daily newspapers). So long as the Law permits 
general stores to sell medical instruments such as infra-red 
and ultra-violet lamps with no control over their efficiency, 
and to advertise their supposed value in pseudo-scientific 
language which appeals to the public, there will always be 
quackery. Surely, however, it is unfair to blame those who 
practise physical medicine and have done all in their power 
against heavy odds, and with considerable success, to place 
this branch of medicine on a scientific basis. 

Because of lack of compulsory teaching in physical medicine 
during their student days, general practitioners have no 
alternative but to depend on medical auxiliaries, and the fact 
that such highly trained personnel as the members of the 
Chartered Society and the Society of Physiotherapists exists 
has done much to aid general practitioners and to limit the 
use by the profession of those less qualified. 

I submit that your statement that there has arisen some 
dissension between the specialist in physical medicine and 
the orthopaedic surgeon conveys an erroneous impression. 
That there may have been dissension between the two in 
individual cases is probable, as has happened many times 
before in other medical departments ; but to imply that dis- 
agreement between the two branches is on such a scale as 
to hinder progress is a gross exaggeration and unfair tc 
orthopaedic surgeons and physiotherapists alike. I know that 


_ the statement has been made, and I am equally aware that 


it is persistent and difficult to deny, but why I can never 
understand. 

When I addressed a committee meeting at the House of 
Commons on “ Physical Medicine in Wartime ’’ the same 
charge was made by two of those present, and in spite of my 
categorical denial both were inclined to persist in their state- 
ment. Realizing the seriousness of this belief and to emphasize 
my denial I appealed to the chairman to support my conten- 
tion that nothing I had said could be interpreted as meaning 
that advocates of physical medicine wished to divorce their 
specialty from orthopaedics. What I did point out was the 
fallacy that appeared to exist in some quarters—the Ministry 
of Health among others—that physical medicine is a corollary 
of all orthopaedic treatments and that only orthopaedic cases 
benefit by treatment on physical medicine lines, whereas in 
fact its field of operations covers more or less every branch 
of medicine. I further pointed out that a physical medicine 
organization could work in harmony with every medical and 
surgical unit to which a department is attached, and that all 
physiotherapists would, as always, loyally co-operate with 
their colleagues under whom they might be appointed to work. 
I still maintain that there is no conflict of ideas or actions 
between the two sections, and it would indeed be unworthy of 
either if such were so. 


As a result of the present system—or perhaps it would be 
more accurate to say lack of system—much highly trained 
personnel has been lost, but the worst feature, and one that 
will certainly have serious repercussions after the wart, is the 
fact that untrained personnel has been allowed to replace 
them in many instances. This will materially spoil the 
effective work that has been done by the Chartered Society 
and the Society of Physiotherapists in training medical 
auxiliaries, a work which has done so much to place their 
activities on a more scientific basis than formerly. The sure 
result will be that after the war many unqualified people will 
be treating patients with all kinds of apparatus and claiming 
special qualifications because of their ‘‘ war work.’’ 

The special committee of the British Medical Association 
to which you refer did onerous and good work before the 
war and during its early days, but since the appointment of 
one of its members as Adviser in Physical Medicine to the 
Ministry of Health its activities have been successfully 
sterilized, and as an active body it has been practically ignored 
by the Ministry, chiefly as the result of the adviser having 
taken a line of his own in his recommendations to the Minister, 
I had several meetings with the Minister of Health, at which 
I endeavoured to persuade him to appoint a committee of 
experts in the various branches of physical medicine, not 
merely to advise but with power to act under his direction, 
so as to bring into being an active organization which would 
ensure the economic and efficient control of physical medicine 
in all its aspects. The various departments set up would still 
be in charge of Sector Physiotherapists, and they in their turn 
would be under the orders of the Group Officers. This com- 
mittee would be under the chairmanship of a Ministry of 
Health official appointed by the Minister and would consist 
of the necessary secretarial staff and an agreed number of 
selected physiotherapists representing various branches of 
physical medicine, including those responsible for spa treat- 
ment. It was proposed that the committee should meet daily 
until the organization was complete and in full working order. 
Such a co-ordinating and controlling committee with power 
to act would, in the opinion of many of my colleagues, better 
enable physical medicine efficiently and economically to cope 
with the enormous work that lies ahead of it than is possible 
under the present conditions of local control. Such autonomy 
of organization would surely be a great advantage to all the 
staffs of hospitals, etc., where there are departments for 
physical medicine treatment. 

The Minister was sympathetic and promised that if, after 
consultation with his advisers, he considered the scheme 
advisable, he would appoint a committee on these lines. The 
end-result, however, was the appointment of a purely advisory 
committee of busy doctors who can only meet at infrequent 
intervals, and have no power to see that their recommendations 
are carried out. In a leading article in a recent number of the 
British Journal of Physical Medicine the paucity of news 
about this committee was referred to, and it was stated that 
‘‘unless there is a sudden and remarkable change in the 
situation we shall be forced to conclude that the committee 
is a failure.’’ 

That there is much dissatisfaction over the present position 
of physical medicine so far as the different Government 
organizations are concerned is certain; but it would appear to 
be almost hopeless to expect improvement mainly because 
many of those who are practising physical medicine to-day, 
although they give damning evidence of inefficiency in private, 
yet express reluctance to make any formal protest in an effort 
to get better conditions. In all my discussions with the 
Minister of Health this was an obstacle which it was practically 
impossible to surmount.—I am, etc., 


London, W.1, May 13. Morton SMART. 


Rehabilitation of the Injured q 


Sir,—I have read with interest Mr. E. A. Nicoll’s article on 
“ Rehabilitation of the Injured ’’ (April 5, p. 501) and the 


subsequent correspondence about it. It occurs to me that | 


there is a danger of confusing the issue by the wrong use of 
words. The increasing tendency to confine the meaning of 
‘* rehabilitation ’’ within the narrowest limits is, I think, dan- 
gerous : in my view it is to miss the whole significance of the 
term. The ultimate objective of the accident-disabled must 
be, for his own sake and the nation’s, economic rehabilitation 
—preferably, of course, by means of complete restoration of 
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function, but, failing that, then by whatever alternative 
method can be afforded him. A rehabilitation centre should 
therefore include the whole range of activities which may be 
necessary to enable the individual to resume his place in the 
jabour market, either as an able-bodied man or on equal terms 
with the able-bodied. Occupational therapy, physiotherapy, 
controlled recreational activity, and technical training all have 
their place in the process, the various component parts of which 
are Closely interdependent. It may be true, as one of your 
correspondents says, that no injured workman can be regarded 
as “ recovered *’ until he can resume his original employment : 
but ‘‘ rehabilitation ’’ connotes much wider possibilities. For 
example, A. recovers completely from his injury and resumes 
his original employment. B. loses an arm, but, after being 
ftted with a specially designed attachment and given a short 
period of re-education, can also resume his employment. C., 
being unable to do this, is, after training, discharged to new 
employment, where he can earn more than in his original job. 
Can it be said that of these three only one has been rehabili- 
tated? Direct contact between surgeon and patient and the 
knowledge that recovery will come by the man’s own efforts 
are equally important for all cases. The rehabilitation centre 
must be closely associated on the one hand with the hospital 
when the injured man comes and on the other with the 
industrial field to which he is being fitted to return. 

Experience shows that remedial work for patients capable of 
complete recovery and training for the permanently disabled 
can be carried on under one roof, with advantage to both 
categories for several reasons : the psychological effect is good 
on each side ; the training workshops furnish excellent scope 
for the activities of the remedial department ; and the various 
facilities provided in the latter are equally needed by the 
permanently disabled, prior to or concurrently with training. 

Unfortunately the out-of-date theory that vocational train- 
ing means long-term craft-training with employment at the end 
of it dependent on sheltered conditions or the philanthropic 
appeal still persists in many minds. Modern methods of short- 
term training for industrial employment have altered the whole 
position, as may be indicated by the fact that the Munitions 
Training Scheme of the Ministry of Labour and National 
Service now includes a Disabled Section. 

A chain of rehabilitation centres throughout the country 
equipped to give the maximum opportunity to temporarily and 
permanently disabled workers alike is an urgent need. In this 
connexion we should do well to consider the American methods 
in two respects. In the United States the word “ rehabilita- 
tion” covers all aspects of the economic restoration of the 
disabled, and one Government Department alone—the Federal 
Rehabilitation Board—is concerned.—I am, etc., 


Exeter, May 6. GEORGIANA BULLER. 


The Mobile Unit and Early Care of Casualties 


Sir,—Since I was medical officer in charge of a London 
mobile unit during most of the air attacks last autumn and 
winter, and in view of the heavy share of incidents occurring 
in this borough, my experiences and suggestions in the present 
discussion on mobile units and casualty treatment might be 
of value. Recently the unit has been transferred to the con- 
trol of one of the local hospitals, and I have no official know- 
ledge of its functioning since then. 

Very early on I arrived at some broad conclusions. (1) 
Seldom, if ever, was it either possible or necessary to set up 
a1 improvised first-aid post as originally envisaged by the 
Ministry of Health. The extensive devastation destroyed pre- 
viously allocated ‘‘ setting-up ’’ points, while the flooded 
streets and difficulty of screening lights rendered the original 
(2) In common with other units we were 
tither arriving late at incidents from which casualties had 
already been dispatched or were not called out to incidents 
tequiring the services of a unit. (8) It was usually unneces- 
sary to take out the whole unit on a first call, and a car 
with doctor, nurse, and driver was very often sufficient. 

In analysing these observations it is obvious that the organ- 
ation responsible for calling out these services must be 
te-examined. Unless one is on the spot it is difficult to 
appreciate the indecision which exists during the early stages 
ofan incident. If the strength of a chain be dependent on its 


Weakest link, then indeed the magnificent chain of A.R.P. 
service hangs on a very rusty link—the express warden’s 
As others agree, it is in this that the fault for delay 


leport. 


or failure in calling out services is found. One cannot blame 
these men, exposed to conditions strange and terrifying. Even 
in a heavily bombed district a local warden can seldom have 
been present at more than two or three large incidents. In 
consequence his rapid summing-up errs in judgment, he often 
forgets the existence of a mobile unit, and when the latter, 
after an appreciable time, is called out it is usually too late— 
the damage in handling and shifting cases has already occurred. 


How, then, can this be remedied, as indeed it must, for 
in my own opinion a large proportion ot those who died from 
shock would stand a reasonably better chance of survival if 
things could be otherwise arranged. The solution is obvious. 
The authorities have overlooked what must be by now the 
most experienced body of emergency casualty workers—the 
stretcher parties. The squad leaders I have found, as a rule, 
reliable, well trained, cool-headed in action. and with sound 
common sense. They are accustomed to incidents and know 
the worth of a mobile unit. I suggest that at any incident 
the leader of the first stretcher car on the scene should report 
back to Control if a doctor or unit is necessary ; in that way 
a medical officer would be on the spot when ambulances 
arrive, to help by sorting cases, administering morphine, and 
generally supervising disposal. If there is no further need 
for his presence a message from Control to the incident officer 
would inform him where he is next required. 

We have been told that this would be risking the doctor 
and unit unnecessarily. I feel fhat such an attitude of mind 
is resented, and rightly so, by stretcher parties. They are 
called out, often to no purpose, in the heaviest raid. A doctor 
on the scene improves their morale, and he can assume respon- 
sibility if necessary, and this makes them much more efficient. 
If this measure were taken we would surely not have casualties 
brought in ‘‘ screaming with pain,’’ as referred to in recent 
articles. I have often given up to 1} grains of morphine to 
ease patients and make them comfortable at an incident. 
Immediate treatment of this type would materially reduce the 
danger of severe shock, at present so real. The battle for the 
lives of casualties may be determined by efficient treatment 
right from the outset. A ratio of 30,000 killed to 40,000 
wounded is unduly high. During the last war, I understand, 
the consultants were all in favour of an absolute minimum 
being done in the forward positions and leaving all work for 
the base hospitals. When, as a result of the rising mortality 
and in spite of consultant opposition, more freedom was given 
to the junior medical officers in the front areas, the figures 
improved. We are learning this lesson again here. 

Certain theoretical and practical points must be appreciated 
if any improvement is to result. 

(1) The fall in blood volume and haemoconcentration is the 
important cause of secondary shock. (2) This fall precedes by 
many hours the fall in blood pressure ; this latter is a com- 
paratively late effect of shock, and may still be high when the 
condition of shock is well-nigh mortal. (3) Bayliss and Cannon 
have shown that the onset of experimental shock occurs 
in twenty minutes after trauma. (4) Krogh (Anatomy and 
Physiology of the Capillaries) states that temporary oxygen 
lack (due to deficient circulation) will cause irreversible stasis 
in the capillaries in fifteen minutes. (5) The sooner one can 
operate on badly mangled cases the better the survival rate. 
In the last war, when such cases were dealt with within three 
hours, the mortality was 11% ; when left for nine hours it 
rose to 75%. (6) In the early stages simple treatment such as 
provision of warmth and fluid will maintain the circulation ; 
in the late stages even intravenous blood or plasma will pass 
out of the blood vessels. (7) In the first period of shock, 
morphine, even in large doses, by relieving pain and anxiety, 
will help to improve the patient’s condition ; in the later stages 
it is theoretically unsound, for by depressing the respiratory 
centre it increases the oxygen deficiency of the capillaries, and 
hence their permeability. (8) Pitressin, which theoretically 
causes capillary contraction, if administered early might be of 
value. (9) The early treatment of minor factors, such as cold, 
will improve a patient’s condition considerably. 

At present we are doing little to benefit by early experiences, 
for it is in the first link that a great deal can be done. ‘ Two 
thin blankets per stretcher as provided to stretcher parties at 
the moment are quite inadequate to keep a patient warm, who 
is often shivering while being shifted. There is no provision 
of hot-water bottles or drinks for casualties in the early stages, 
By arranging for supplies of hot glucose-saline to be taken 
out by stretcher parties (and this can easily be done) the 
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administration of fluids by the mouth in the early stages, 
by restoring blood volume before absorption via the mucous 
membrane of the gut fails, will prevent the onset of secondary 
shock. These measures, combined with the early attendance 
of a medical officer or a mobile unit on the scene, will greatly 
help us to improve our figures.—I am, etc., 
E. Cronin. 
April 27. 


Sulphapyridine and Suppression of Urine 


Sir,—The recent correspondence on suppression of urine 
following crush injury, and in particular references to its 
occurrence in cases which have undergone sulphapyridine 
treatment, prompt me to mention the following case. 

A young woman had been under treatment for a few months 
with sulphapyridine in moderate doses daily. I stopped the 
drug, and after an interval of three to four weeks adminis- 
tered 1 c.cm. of a bacillary emulsion intravenously. This pro- 
duced the desired rise in temperature, and forty-eight hours 
later sulphapyridine was given in doses of 3 grammes daily. 
The next day the patient complained of sickness and pain, 
‘with tenderness referred across the abdomen. There was no 
frequency or dysuria, no rise in pulse or temperature. I 
ascribed the upset to the sulphapyridine and stopped the drug, 
but the pain became slowly worse, and the tenderness extended 
round into the flank, most marked on the right side—almost 
suggesting appendicitis, but in a zone higher up. There was 
no symptom of urinary disorder up to forty-eight hours after 
the commencement of the sulphapyridine, but after that time 
no more urine was passed. 

The next day the bladder was empty, heat was applied to 

the loins and lower abdomen, and later a catheter was passed 
without result. After three days’ anuria I transferred the case 
to hospital, and in accordance with the suggestion of the 
Edinburgh school commenced intravenous sodium sulphate 
in glucose-saline by continuous drip. 
_ On admission the general condition of the patient was 
remarkably good. There was some pain in the back, the right 
side tenderness had increased, and there was some abdominal 
distension, which gave rise to discomfort. There was no 
headache and no oedema ; the tongue was remarkably clean 
and moist. Pulse 80; temperature 97.4° ; blood pressure 
165/100. During the next forty-eight hours she received 
2,500 c.cm. of the infusion, and at the end of this time the 
patient thought she had passed some urine, but nothing 
could be seen. A catheter was introduced, and in a few hours 
2 oz. of blood-stained urine collected. The first urine passed 
for five days was blood-stained ; specific gravity 1020, albu- 
min ++, acetone +. No laboratory facilities were available, 
so fuller investigation was not made. 

The general condition of the patient was still reasonably 
good, though she was greatly distressed by the pain in the 
kidney region and by the abdominal distension. The next day 
distress was more marked and only 4 oz. of urine was passed ; 
this was not now blood-stained. Free fluid was noticed in 
the abdomen and pleural cavities. Blood pressure had risen 
to 190/110. The urinary output increased to two pints on 
the following day, but the pain and distress were unchanged. 
Some oedema of the sacral region and ankles was noticed. 
The pulse rate rose to 130 and the respiration was embar- 
rassed by the abdominal distension. Seven pints of free fluid 
were slowly aspirated from the peritoneal cavity. 

For the next two days the urinary output was only 10 oz. 
and 12 oz., and little change could be observed in the patient’s 
condition. A large tender mass, the size of a large grape- 
fruit, evidently kidney, was palpable in the right kidney 
region. This mass gradually diminished and the urinary 
output returned to normal. There were, however, some occa- 
sional rigors in the uneven convalescence, but the urine is 
now normal in quantity and contains no abnormal constituents. 

It is now five weeks since the onset ; the right kidney is 
no longer palpable, and the patient is feeling very well in- 
deed, with blood pressure 130/75. 

On admission to hospital I was tempted to recommend 
passing a ureteral catheter, but after consultation it was 
decided not to do so lest we change what might have been a 
temporary anuria to a more permanent one, especially as the 
patient’s general condition was so good. X-ray examination 
did not show -presence of a calculus.—I am, etc., 


Northallerton, April 29. H. G. Hanan. 


Cause of Appendicitis 


Srr,—Dr. C. Leleu (May 3, p. 689) agrees that the cang 
of appendicitis is trauma. I have never suggested that trauma 
occurs in the infantile appendix only, but that the initia) 
trauma (the starting-point of a train of morbidity \-hich 
culminates in an acute attack) probably occurs when the 
appendix like the rest oi the tissues is tender and specially 
vulnerable, and when it is too often exposed to trauma from 
foreign bodies in the shape of ill-digested or improper food, 
That such bodies, frequently passing in and out of the 
appendix or lodging in it, may start the morbid process (which 
appears in various forms) is at least a reasonable supposition, 

He tells us that the appendix he had just removed was 
““ normal except that it contained a coprolith.”’ Surely that 
appendix was abnormal or morbid. The presence of the 
coprolith was evidence of morbidity arising from traum 
which may have occurred many years before, possibly in 
infancy, and at any moment it might have inflicted further 
trauma resulting in an acute attack. His patient suffered 
from appendicular colic, and I believe it is generally agreed 
that this or some other evidence of morbidity can usually be 
fotind either in the clinical history or in the pathological 
examination (or both) if carefully sought. What exactly are 
the attacks of colic (wind) to which artificially fed babies 
are so prone? A careful study of the symptoms (the sudden 
onset and sudden relief, the obvious spasms or visible 
peristalsis, etc.) suggests the passage of a foreign body into 
and out of the appendix as the most reasonable explanation, 
Recently someone reported the safe removal of the appendix 
in a baby a few weeks old who was suffering from appendicitis, 
(I’m sorry I cannot find the report.) If only he had givena 
clinical history and detailed account of the pathological find. 
ings he might have advanced our knowledge considerably. A 
systematic properly organized investigation on these and 
other lines is long overdue ; no one man could possibly deal 
with all the diflerent kinds of evidence which should be 
collected.—I am, etc., 


Ambleside, May 5. J. Price WILLIAMS, 


Certificates by Practitioners 


S1r,—In connexion with the alleged laxity in issue of certifi- 
cates by general practitioners, I am sure that the whole 
position could be clarified if an official ruling was given con- 
cerning certificates in special cases. The General Medical 
Council should prohibit the issue of certificates of the sort men- 
tioned by Dr. J. B. Wrathall Rowe. Such a ban would be 
welcomed by the profession since much friction between doctor 
and patient could be avoided if a refusal could be supported by 
an official statement. 

The majority of the profession are anxious to avoid trouble 
between ‘‘ works ’’ doctors and general practitioners, but it 
must be realized that many doctors have no experience of fac- 
tory conditions, and, conversely, the difficulties of general 
practice are not always appreciated by doctors working for 
industrial concerns. The tendency of firms to demand a 
medical certificate from an employee who takes time off from 
work to see his doctor is apt to cause irritation to the prac- 
titioner, who is already harassed by a multiplicity of forms. 

I have known many valuable hours wasted when patients 
have been sent away to obtain a medical certificate before 
being allowed to start work. In some instances the cause of 
the patient’s absence has been as clear to the employer as toa 
doctor, and a certificate is only required to meet the firm’s 
regulations. I refer to such conditions as haemorrhage follow- 
ing teeth extraction and contusions resulting from falls, In 
the former instance bleeding has often stopped when the doctor 
arrives, and there may be little evidence that excessive 
haemorrhage has occurred as patients are prone to exaggerate 
the severity of the condition. Is a certificate stating that the 
patient was unable to work by reason of ‘‘ haemorrhage fol- 
lowing extractions ’’ justified on the scanty evidence available? 
Remember that the certificate relates to the time immediately 
preceding the visit, and that failure to issue such a certificate 
may cause suspension of the patient’s: salary. 

I consider that certificates can be put into three classes: 
Class 1.—No doubt exists of a patient’s inability to work—for 
example, concussion, fractured femur, etc. Class 2.—Where 4 
patient’s inability to perform certain duties is largely a ques 
tion of opinion, 
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== 
with the special conditions of work he should refer the patient 
to the works doctor without comment, but more difficulty 
exists with fire-watching. Patients sometimes claim exemp- 
tion on grounds of bronchitis, peptic ulcer, and neurasthenia. 
Although the honesty of the profession to protect the national 
interests involved must ultimately be relied upon, some official 
guidance would be helpful in dealing with a problem where 
opinions may difier so widely. Class 3.—‘‘ Nuisance ”’ certifi- 
cates. In this class I include ‘‘ cheap milk ’’ forms, certifi- 
cates recommending reduced rates of travel to see evacuated 
children, and requests for certificates relating to sick relatives 
of men serving in H.M. Forces in order to obtain extra leave.— 
Iam, etc., 

Welling, Kent, May 10. H. G. Howitt. 

Sir,—It is common knowledge that medical certification by 
general practitioners is often lenient. As general practitioners 
are in a much closer relationship with their patients than 
their colleagues who hold official positions, it cannot be other- 
wise. They act not merely as judge and jury. but also as 
friends and advisers. This was recognized at the inception 
of the National Health Insurance Act, and the ancillary 
Regional Medical Service was originated to counteract it, with 
success. Certification for purposes other than National Health 
Insurance has no such counterweight, but general practitioners 
cannot be blamed for that. 

As for the certificate exemplified by your correspondent, 
Dr. Wrathall Rowe (May 10, p. 732), I see in it nothing 
“ludicrous in the extreme,’’ or even ludicrous. Apart from 
the operative word ‘‘ unable ’’ in the certificate—obviously 
incorrect—the meaning to me is abundantly clear—namely, 
that X’s wife is so liable to attacks of nervous distress as to 
make it inadvisable for her to be alone at night. And who 
should know this better than X himself and his doctor? 
Surely not Dr. Rowe. I could, with truth, issue similar 
certificates to two or three patients in my own practice. 

Criticism of general practitioners seems to come easily to 
the official practitioners—so easily that I once indulged in it 
myself. Successfully to conduct and to hold a general prac- 
tice is far from easy, and only those who have had this 
experience can fully realize its inherent difficulties—difficulties 
not encountered in other branches of the profession, Laxity 
in the mere wording of certificates there may be, but a general 
practitioner may issue hundreds of certificates in a week. 
Leniency in the opinions expressed there may be, but then 
there are no absolute criteria for fitness or unfitness for such 
work as fire-watching, night-duty, and shift work. And 
general practitioners are not alone to blame for leniency; 
blame, rather, those factors and forces, quite outside their 
control but quite understandable by them, which tend so 
much to modify and to implement their actions. No present 
regulations or rules will, I think, alter this state of affairs. 
‘As for the Warning Notice issued by the General Medical 
Council, this surely applies to deliberate untruthfulness: very 
different from leniency, or laxity.—I am, etc., 


Barnsley, May 12. S. Curry. 


Treatment of Diphtheria 


Sir,—I am trying out diphtheria serum and sulphapyridine 
together, and I believe the latter reinforces the former to 
some extent. If there are any haemolytic streptococci in a 
throat, as well as diphtheroids, it would certainly scotch them ; 
and it may be also that various organisms in the mouth, non- 
pathogenic in health, become pathogenic when diphtheria has 
sufficiently decreased the resistance of the tissues. So sulpha- 
pyridine would probably scotch them too. I think proper 
controlled experiments should be made on serum and sulpha- 
pyridine in some hospital where research is carried out. 

To my way of thinking the full treatment for diphtheria 
should be: serum and sulphapyridine, glucose, vitamin B, 
vitamin C. I also think that diphtheria patients should not 
be kept rigorously lying flat on their backs. If they like to 
turn on to their sides, draw up their legs, or stretch out the 
arms, I think they should be allowed to do so, since the move- 
ments probably keep up the tone of the heart muscle, Also 


mucus would not tend to accumulate in the bronchi, and the 
blood would not tend to gravitate to the posterior surfaces of 
the lungs. 

My idea of diphtheritic paralysis is that the various portions 
of the C.N.S. are struck at once but that there are different 


latent periods before the paralysis shows itself. I think that 
respiratory paralysis has a longer latent period than palatal 
paralysis, and that merely resting neither prevents the paralysis 
nor stops it spreading. If that is so, then one might just as 
well move about. Comments will be much appreciated.—l 
am, etc., 


Liverpool, April 30. FLORENCE M. E. Davies. 


“ Bureaucratic Surgery ” 


Sir,—Is not the question of ‘‘ who shall treat ’’ wounds of 
the scalp, or indeed primarily treat other wounds of special 
regions, largely a problem of transport and distribution? One 
admits that they will be treated with 100% efficiency in the 
neurosurgical centres ; also that even in peace they are very 
inefficiently treated in places where one would look for better 
things. Can, however, all or nearly all the cases reach such 
centres in time for the primary toilet which is so essential? 
Only to-day did a case reach me which had sustained a scalp 
wound fifty-seven hours previously and had been in another 
hospital. The wound was concealed by a mass of clot and 
extraneous dirt covered by a dressing of gauze. If the patient 
took all this time to get out of the danger zone how could 
he hope to reach any special centre in time for adequate 
treatment? 

Are the neurosurgeons not in danger of committing the 
error of condemning patients to wait until only a bad result 
is possible by attempting to prevent earlier treatment, perhaps 
not quite so good as the centre would offer could the victim 
reach them in time, but more adequate under the circum- 
stances? It might be argued that my case ought to have 
been sent to a neurosurgical centre rather than here. So it 
might had not bombs been dropping at inconvenient intervals. 
—I am, etc., 


May 10. W. A. Mackay. 


Cleansing Eyes of Gas at First-aid Posts 


Str,—The problem of the gas cleansing of eyes at first-aid 
posts seems to call for special attention. The official practice 
is to douche eyes at the entry side of the gas cleansing unit. 
The usual routine is: (1) douche eyes, (2) bleach, (3) rinse, 
(4) soap (the most important part of the operation), (5) 
rinse, and (6) dry. 

I suggest an improved technique (modified to suit local 
conditions) as follows: (1) Patient stands under shower with 
eyes closed and his face and hands are rinsed; (2) bleach, (3) 
rinse, (4) soap, (5) rinse, (6) douche eyes. The object of 
this procedure is to avoid further contamination by the person 
treating the eyes on the clean side of the showers.—I am, etc., 


Fe Roe; 


May 12. Medical Officer of Health, Halifax. 


Testing Night Vision 


Sir,—My attention has been drawn to the Journal of 
April 26 (p. 636), in which you include a description by Mr. N. 
Bishop Harman of a test for night vision which I have 
designed and which is now being marketed by Sir Isaac Pitman 
and Sons. In the course of this account some criticisms are 
made which, although I do not consider them to be valid, I 
do not wish to comment on here, with one exception. This 
exception is a statement of fact which, if true, would make 
the test practically useless; it is, however, incorrect. The 
test consists of a faint light source provided by a disk of 
radium luminous compound which illuminates a series of cards 
of a broken circle of various degrees of grey printed on a black 
background. In your review the following statement occurs: 
“Tt is evident that the radium illumination may be variable. 
There can be nothing standard about it.’’ If this were true, it 
would mean that on one occasion an observer would be able 
to see one card in the series, and on another occasion he would 
be able to read a different card, so that the results obtained 
would mean nothing at all. In practice, each disk has been 
selected so as to provide the proper level of illumination when 
first sent out and does not subsequently diminish by more than 
25°, during the next two years. This change is quite un- 
important, and at the end of two years a new disk can be pur- 
chased. Provided the disk is not misused, and provided the 
directions are followed as to opening the test in the dark, no 
other changes in intensity will occur, and the source is, in 
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fact, a standard source. In support of this, it may be men- 
tioned that the same material is now used as a light source in 
a standard gauge for testing the level of A.R.P. lighting. 

The test does, therefore, satisfy the need, indicated by your 
reviewer, for a ‘‘ standard test that could be set up by an 
ophthalmic surgeon for himself, and yet would be the same 
for all,’ and I should appreciate it if you would make a cor- 
rection to this effect in your Journal.—I am, etc., 


London, S.W.7, May 16. W. D. WricHT. 


Reactions after Transfusion of Stered Blood 


Sir,—Although the experience with stored blood at St. 
James’s Hospital, Leeds, is as yet relatively small, sufficient 
evidence is available to indicate that this material caused no 
detriment to the patients. Our records were examined by the 
method of Dr. Eric Jewesbury (May 8, p. 663), with the 
following results: 

Fresh blood was alone available during the period 28/10/39 
to 12/12/40, when 225 transfusions, requiring 298 bottles of 
blood, were administered. The reactions observed were: 
Grade III, 10 or 4.4%; Grade II, 16 or 7.1 %; and Grade I, 
17 or 7.6%. Thus there were in all 43 or 19.1% of reactions, 
of which 26 or 11.5% were severe. The transfusions were 
conducted by one or other of twelve medical officers. 

Stored blood provided by the No. 2 Regional Transfusion 
Centre was used from 13/12/40 to 30/4/41, and on the average 
it was stored for approximately seven days. During this period 
there were 160 transfusions, requiring 216 bottles of blood. 
The reactions observed were: Grade III, 5 or 3.1%; Grade II, 
. 6 or 3.8%; and Grade I, 7 or 4.4%—a total incidence of 18 or 
11.3%, of which 11 or 6.9% were severe. These transfusions 
were conducted by one or other of fifteen medical officers of 
varying experience. It is pertinent to comment, also, concerning 
the Grade III reactions, that four of the patients each received 
a pint of blood in from 1} to 3} hours, when a slower rate of 
administration was indicated. The fifth patient had undergone 
evacuation of the uterus for incomplete septic abortion prior to 
transfusion. 

It is reasonable to claim that if stored blood be unsafe our 
records could not have shown this distinct reduction in reaction 
rate following a change from the use of fresh to that of stored 
blood. Our experience fully demonstrates the advantages, by 
way of time and labour saved, of a satisfactory supply of stored 
blood.—I am, etc., 


Leeds, May 16. CyRIL Potson. 


Treatment of Burns 


Srr,—I have read with considerable alarm the letter of 
Mr. Rainsford Mowlem (May 3, p. 686) in which he dismisses 
the use of tannic acid in the contemptuous words—‘* Perhaps 
it has its place in some burns.”’ 

In burns of small areas perhaps Mr. Mowlem’s weapon of the 
future may have its place, but even here it has been shown in 
recent- papers by Cohen, and by Ross and Hulbert, that if 
tanning is properly carried out it compares favourably with any 
other method. In large areas, however, the patient’s very life 
is at stake if tanning is not carried out. Why is it that tannic 
acid so completely replaced all other methods after its introduc- 
tion in 1925 by Davidson? Simply because it reduced the 
appalling mortality of burns from over 20% to under 4%. It 
is the ability of tanning to prevent secondary shock that made 
the remarkable reduction of mortality possible. It is why 
tanning very definitely has its place in the treatment of 
burns.—I am, etc., 


London, E.9, May 7. W. D. Park, F.R.C.S. 


Post-war Medical Education in London 


Sir,—The article by Mr. Somerville Hastings (May 3, p. 
678) prompts me to put forward a suggestion for the present 
and future training of medical students complementary to 
_ those made by him. Towards the end of last year the Norfolk 
and Norwich Hospital offered to the deans of several London 
medical schools facilities for students to carry out part of 
their clinical training. This offer was accepted, and so far 
twelve students, most of them from one hospital, have been 
sent. This one hospital has arranged to send students at 
regular intervals for the duration o: the war. In addition, 
under a more recent arrangement, three students are being 


appointed for three-month periods as student house officer 
acting under supervision. The adva:tage of this arrangement 
z—to the students of the additional experience and to this 
hospital during the present shortage of qualified residents— 
is obvious. All the students have noticed and appreciated the 
quality and amount of clinical material, of which the compara. 
tively small number of students have been able to take ful] 
advantage. 

The Norfolk and Norwich Hospital has 398 beds and works 
in close collaboration with the Jenny Lind Hospital for Chil. 
dren of 100 beds. It has large out-patient clinics with fully 
equipped ancillary departments, and is staffed by a consul. 
tant honorary medical staff experienced in teaching. It jg 
clear that in similar hospitals all over the country a large 
amount of clinical material is available which could be used 
for the training of students, and the purpose of this letter 
is to suggest that after the war students should continue to 
attend provincial hospitals as a recognized part of their clinj- 
cal training. It would not be difficult for arrangements to be 
made between the London teaching schools and approved pro- 
vincial hospitals to second students for an agreed part of their 
clinical training, and I am sure that students would find such 
an arrangement of great value to them.—I am, etc., 


Norwich, May 17. MicHAEt W. Bucmany, 


Medical Planning Commission 


S1r,—The correspondence in the Journal on the Medical 
Planning Commission and collateral subjects seems to me to 
point to the necessity for a radical candid and entirely objec- 
tive discussion of what, for many of us, is a fundamental 
article of faith—namely, the right of the patient to choose 
his own doctor. In the fight over National Health Insurance 
the insistence of the profession on this point undoubtedly had 
the support of the public and was largely instrumental in 
securing fundamental alterations in the original scheme. 

I need not say to anyone who knows me what my opinion 
was and is. I stand for the right to choose my own doctor 
for myself, and believe it to be in the general interest. But 
as an honest man I cannot shut my eyes to several tendencies 
which seem to suggest that the public no longer lays the stress 
on it that it did a generation ago. First, there is the greatly 
increased tendency to resort to hospitals, where there is no 
choice. When I was in practice I had the greatest difficulty 
in persuading patients to go near a hospital, though probably 
the main reason was fear of what might happen rather than 
objection to a strange doctor. Then there is the growth of 
social medicine: patients, particularly women and children, 
have got the habit of resorting to welfare and other centres, 
where there is no choice. Thirdly, there is the significant and 
to me the extremely disappointing and disconcerting fact that 
free choice is so little used in National Health Insurance. In 
normal times the number of changes of doctor never faintly 
resembled what happens in private practice. No doctor can 
possibly please all his patients, and in private practice they 
simply leave him. Granting that the insurance regulations 
make transfer. much more difficult than in private practice, 
the statistics of change make it difficult for me to believe that 
the people concerned are as appreciative of their rights as I 
always hoped they would be. Fourthly, the passive way in 
which insured persons allow themselves to be transferred when 
a practice is sold seems to me significant. 

Now, if these tendencies, and others I could adduce, mean 
that the public is attaching less and less importance to the 
value of their right to exercise their own choice, the signifi- 
cance of this tendency can hardly be over-estimated in the 
discussions now going on. Any medical service must be 
on the best interests of the patient. If the patient is now 
only anxious to be given the best advice and treatment, and 
more or less indifferent where he gets it, the hands of those 
who want a kind of medical civil service are strengthened. 

I firmly believe that a candid discussion of this fundamental 
aspect of medical practice should be one of the first concerns 
of the Medical Planning Commission, and as that body is 
bound to be guided by what it believes the public want and 
should have, I hope that many men of large and current expet! 
ence in general practice will state their opinion. What we 
should have, of course, is the opinion of the patients them- 
selves, but I know of no way of getting this except through 
the voice of those who are in close touch with them. We 
want candid opinions from men of experience who have 
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thought over the tendencies to which I have drawn attention. 
If there should be a consensus of opinion that the people no 
longer value the choice of their own doctor, I should regard 
it as a retrograde tendency, but should bow to it as a regret- 
table necessity. If, on the other hand, we could be assured 
that the old regard for the family doctor still persists, it must 
greatly influence any decisions arrived at by the M.P.C. and 
by any Government, The question seems to me to underlie 
the whole discussion.—I am, etc., 


Henley-on-Thames, May 12. ALFRED Cox, 


Dr. A. D. Frazer, honorary secretary of the Nottingham 
Division, British Medical Association, sends for publication a 
copy of the following letter written to Dr. G. G. Genge, 
Honorary Secretary of the Croydon Medical and Panel Com- 
mittee, in reply to that committee’s circular of April 10 regard- 
ing the Medical Planning Commission : 

Dear Sir,—Your letter of the 10th inst. was read and dis- 


cussed at the annual meeting of the Nottingham Division, held 
on Thursday, 24th inst. The meeting decided that it could not 


‘agree with your Committee’s resolution to “ dissociate itself, 


in advance, from any findings of the Medical Planning Com- 
mission, as at present constituted.’’ In the view of the meet- 
ing the Commission should be given the opportunity of doing 
its work as a “ fact-finding body.” Suggestions and plans 
arising from the facts thus found could then be discussed at 
Division/Branch meetings throughout the country and at 
meetings of all practitioners in each area, thus affording every 
practitioner the opportunity of expressing his views and taking 
his share in formulating any | desired changes.—Yours 
faithfully, 


Nottingham, April 29. (Sgd.) A. D. Frazer. 


Reactions after Ethanolamine Oleate Injections 


Sir,—Several preparations of the newest sclerosing agent 
ethanolamine oleate are now on the market, and I note that 
the advertisements and pamphlets all seem to imply that as 
regards reactions this substance is trouble-free. Admittedly 
reactions are probably very rare, but an experience of mine 
may prove of interest. 

A woman of 38 was seen two years ago and had six 2 c.cm. 
injections of sod. morrhuate. Following the last injection she 
reported a profuse urticaria, and then remarked that she had 
it very mildly after a previous injection. She was next seen a 
few months ago with some veins in the other leg, and since 
ethanolamine oleate was then definitely advertised as being 
reaction-free some was obtained. Before it came a dose of 
quinine urethane was administered with no untoward effect. 
A dose of 1.5 c.cm. ethanolamine oleate was injected, and she 
reported that ‘‘ about half an hour later my face was like a 
beetroot, but it soon passed ’’; actually she did not herself 
attribute it to the injection. Having reread the literature 
I gave an injection of 1 c.cm. with no reaction ; next 1.5 c.cm. 
was inserted and severe anaphylaxis followed at once, which 
slowly improved with the usual treatment. The result on the 
veins was, fortuxately, all that could be desired. 

It would appear to me, therefore, that this substance can 
produce reactions, and that care should be exercised when 
changing from sod, morrhuate for this reason. I may say 
that this particular bottle was subsequently used on other 
patients with no reaction.—I am, etc., 

May 1. F. J. Brice, M.B. 


Vitamin C from Rose-hips 


Sir,—In its April Bulletin the Children’s Nutrition Council 
reminds us that we must attend to our supplies of vitamin C 
for baby feeding. They recommend that the whole crop of 
blackcurrants in the country should be reserved for the pro- 
duction of a purée to replace orange juice for infants. For 
the prevention of infantile scurvy one ounce daily (estimated 
to contain 30 mg. of the vitamin) would be required. Such a 
purée would be canned, and the contents are reported to 
temain fresh for a fortnight after the tin is opened. 

It is stated that carrot juice is not a satisfactory source of 
the vitamin, and it is implied that although some varieties of 
turnip are a good source, this is not true of all varieties. The 
tecommendations which I have seen for the extraction of 
turnip juice are two : the first is to cover the sliced root with 
sugar ; the second is boiling. Miss M. Olliver has recently 
stated that if the root is sliced thinly and boiled for half an 


hour ‘‘ extraction was great and destruction by boiling was 
very small,’’ 

All these sources have definite limitations, if not drawbacks. 
In Denmark the vitamin C which is used in children’s hos- 
pitals and nursery schools is derived from the rose-hip. I 
called the attention of the Ministry of Food to this in Septem- 
ber of last year, when a large crop of these berries was to be 
seen in our hedgerows. Prof. Drummond confirmed the high 
vitamin C content of rose-hips: I understand that a jelly 
can be prepared from rose-hips without the use of sugar, and 
that this is palatable and well liked by infants. In Denmark, 
however, the preparation was a bottled fluid. 

We have now a good six months before the new crop of 
berries will be ready for harvesting. The obvious people to 
do the conserving are the Women’s Institutes, as they are 
already entrusted with the sister industry of jam-making. 
Children, through schools, scout troups, and other organiza- 
tions, could well be enlisted for the harvesting. It remains 
for the scheme to receive official recognition, together with a 
simple and effective recipe (as near fool-proof as possible) for 
the jelly or conserve. 

May I be permitted to invite the profession to encourage this 
little skirmish in practical dietetics?—I am, etc., 

K. E. Bartow, M.R.C.S., L.R.C.P, 

Coventry, May 15. 

*,* Brief notes on rose-hip jelly were published in the Journal 
of March 29 (p. 500).—Eb., B.M./. 


Air Embolism from Blast 


Sir,—In your issue of January 18 there appeared some 
articles discussing the effect of high-explosive blast. The 
term ‘‘ pulmonary concussion ’’ was used to denote one of its 
outstanding effects; but as a rule the post-mortem findings 
have not been sufficient to account for the patient’s death. 

A possibility which has not been mentioned is that of air 
embolism. The immediate effect of the explosion is to create 
a very strong positive pressure in its vicinity, and this would 
increase the air dissolved in the blood considerably. Subse- 
quently there is a rarefaction of the atmosphere. This would 
lower the pressure in the lungs below normal and lead to a 
rapid withdrawal of the previously dissolved air in the blood. 
Hence there would be a strong tendency for air bubbles to 
form in the blood and possibly also in some of the tissues, 
which are especially susceptible, such as the central] nervous 
system. ‘Lastly, the pressure externally stabilizes. This 
would have the same effect as recompression in caisson disease, 
and by counteracting the effect of rarefaction drive the air 
bubbles back into solution. Hence the post-mortem examina- 
tion might show very few of the typical signs of air 
embolism. 

Trusting that this explanation might be of some value in 
the elucidation of the condition.—I am, etc., 


Capetown, April 17. S. Scuex, F.R.C.S. 


Discission of Secondary Cataract 


Sir,—A student, when talking about’ the most suitable 
instrument for discission of secondary cataract, said to Ziegler 
that he thought there was nothing better than the instrument 
which bore that name. ‘‘ Oh yes ; there is something better— 
two Zieglers,’’ replied the surgeon. With that remark, and 
Mr. Bishop Harman’s well-described modus operandi in your 
issue of May 3 (p. 687), most of us will agree. However, if 
we use two needles, it does not necessarily follow that the case 
will not present difficulties, but these will certainly be less 
if we use mydricain.—I am, ectc., 

London, W.1, May 12. F. E. PRESTON. 


Neutrons in the Treatment of Cancer 


Str,—The discussion of the effect of neutrons in cancer 
(March 22, p. 447) raises an interesting point. As the energy 
exhibited by a given force is proportional to the resistance 
which it meets, it should be worth while to determine the 
effects of the stoppage of all rays passing through tissue bv 
placing metal behind it. Whether the production of reflected 
rays by a metal screen placed behind tissue be practicable 
or not, there is no doubt that the arrest of so many says 
must cause a great increase in the local exhibition of energy, 
no matter what the source of the rays may be.—I am, etc., 


Montreal, April 15. RIcHARD KERRY. 
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Adrenal Graft in Addison’s Disease 


Sir,—Dr. J. J. Conybeare (May 3, p. 688) is perfectly 
correct in doubting the diagnosis of Addison’s disease in a 
patient without pigmentation. I have seen numerous cases 
of this condition, but never one without pigmentation of the 
skin, and particularly of the buccal mucous membrane and 
tongue. 

As a matter of interest, a patient I saw first in 1930 with 
all the classical signs of the disease and a systolic blood 
pressure of 75 mm. Hg—and treated with eucortone—is still 
alive, cheerful, and performs all her household duties. Despite 
her remarkably good health when I saw her a few weeks ago, 
she has never lost her pigmentation, though it is markedly 
paler than it was five years ago. 

In my view the prognosis in women should be less un- 
favourable than in men, if they can be kept alive long enough 
for their cortical ‘‘ rests ’’ to take up the function of the 
adrenal cortex. They have the additional advantage of 
Marchand’s organ in the broad ligament, which is composed 
almost entirely of cortical tissue.—I am, etc., 


Brookwood, Surrey, May 10. H. M. STanLtey TURNER. 


Treatment of Scabies | 


Sir,—The columns of your Journal and its contemporaries 
continue to publish comment on scabies. Modifications of the 
older methods and innovations are suggested. Deductions 
are drawn from inadequate clinical data and empirical findings. 
Often a small number of cases has beex considered. Patients 
have been observed in favourable circumstances—that is, 
hospitals, temperate climates, and controlled hygienic sur- 
roundings. May it not be worth while for a moment giving 
thought to certain fundamental facts regarding the invadmg 
organism and its “‘ habitat,’’ the human skin? 

Scabies is an infection of a delicate tissue with a highly 
resistive organism depositing eggs therein. In theory it should 
be easy to find some medicament which rids the human body 
of the acarus; in practice such solution is not easy, since 
all known antiparasitics are irritative, and little consideration 
is given to the manner in which ova are buried and the 
method by which medicament and vehicle reach them. 
Lengthy clinical relief may be hoped for if the fully developed 
acarus is killed, but permanent immunity is unlikely unless all 
Ova are eradicated. 

It would appear certain that an ideal therapeutic agent and 
vehicle will only be found when a procedure has been found 
which : 

1. Entails a mechanical opening, rather than a physico- 
chemical penetration, of burrows (there is no known wetting 
agent which permits spread of vehicle along a tunnel) ; 

2. Involves the use of a non-irritant (rotenone derivatives 
are not likely to fall within this class in the presence of heat, 


friction, and perspiration; scrotal dermatitis of this origin is © 


highly intractable) ; 

3. Considers the life cycle over at least ten days of the 
acarus ; 

4. Utilizes wetting agents to penetrate folds, fissures, and 
pustules in a manner which paraffin bases do not, but avoids 
consequent disadvantageous detergent and degreasing after- 
effect (soaps, alcohols, and emulsion bases all have this draw- 
back) ; 

5. Applies sulphur in a physically non-irritant molecular 
form (gaseous administration has been found impracticable) ; 

6. Releases medicament from vehicle because of preferential 
solubility for the aqueous (? oil water emulsion film) terrain of 
the human skin rather than for its vehicle. 

Can we not enlist the co-operation of the entomologist and 
the physical chemist ? Clinicians to date appear to have 
ignored their existence, to our loss.—I am, etc., 

Manchester, May 16. P. B. Mumrorp, M.D., F.R.C.P. 


Laryngitis in Secondary Syphilis 


S1r,—The following case is of some interest, as it depicts 
secondary syphilis in one of its rarer manifestations—that is, 
laryngitis. 

A soldier, 23 years of age, was sent up by his medical 
officer to the throat department of the hospital in which I am 


working. He complained of a hoarse voice of two weeks’ 
duration. There was no past history of hoarseness or loss of 
voice. The voice was hoarse, strong, and painless. Qn 
examination, his pharynx was generally injected. The, larynx 
showed marked hyperaemia and infiltration of the ary-epiglottic 
folds, and of the mucous membrane over the arytenoids, 
The vocal cords were not injected ; abduction and adduction 
were normal. There was no secretion anywhere. On the 
tongue were three superficial ulcers, each about the size of a 
threepenny-bit, and all situated on the sides of the tongue, 
Only the surface epithelium was eroded, and the papillae 
showed up strongly. These ulcers were entirely painless, 
There was bilateral rubbery enlargement of the cervical glands, 

He was sent to the V.D. centre for a general examination 
and Kahn test. The report was: ‘‘ History of primary sore 
some months ago. ‘Typical anal condylomata found ; these 
have been scraped and spirochaetes obtained. Kahn -reaction 
strongly positive.’’ Anti-syphilitic treatment was accordingly 
started. The ulceration of the tongue vanished at once, and 
the larynx shows much less infiltration. 

The points of interest are: (1) The only complaint was 
hoarseness ; the appearance of the larynx suggested the diag. 


nosis. (2) Mucous patches on the tongue only.—I am, etc., 
H. S. SHarp, F.R.C.S., 
March 14. Major R.A.M.C., E.N.T. Specialist, 


- Middle East Force. 


Methods of Air Disinfection 


Sir,—Referring to yoifr annotation on methods of air 


disinfection (May 3, p. 675), may I mention a simple method 
which proved effective in the great influenza epidemic of 1918 
and in the following years, and which was described in the 
Deutsche mediztnische Wochenschrift, 1920, 19. One spread 
commercial 10% tincture of iodine on a glass or china plate, 
so that by swaying it here and there it covered the whole 
surface. The alcohol] evaporated quickly, leaving a thin layer 
of the brownish-red iodine metal. According to the tempera- 
ture of the atmosphere the iodine disappeared slowly, and the 
vapour, mixed thoroughly with the air by diffusion, effectively 
disiniected the space. Possibly the small amount of iodine 
resorbed by respiration, as is well known, makes the body 
more resistant against infection. as 

In order to keep the dust, silicates, etc., bound on the 
floor, I suggested to the Ministry of Home Security last year 
that the floors of the shelters should be moistened with a thin 
layer of linseed oil. 

Both of these methods may accomplish the recommendations 
discussed so eminently in your article about prophylaxis in the 
shelters.—I am, etc., 


London, W.1, May 12. J. PEEScH; 


Measuring, Genius 


Sir,—From reading your interesting leading article (May 17, 
p. 756) on Prof. Terman’s monumental work one is forced to 
the inevitable conclusion that, however worthy, the deluded 
professor has been barking up the wrong tree. If the title is 
sound, then the whole work is pure bosh; and, alternatively, 
if the title were altered to ‘‘ Genetic Studies of Successes and 
Possessors of Respectable Bank Balances,’’ then most of what 
is written would undoubtedly hold good. 

Success of more than fleeting duration calls for in its 
devotees most of the qualifications which Prof. Terman thinks 
the ear-marks of genius—versatility, emotional stability, good 
health, socially desirable wives, contentment—certainly con- 
tentment : one must think what one is doing is worth while— 
and, above all, sharpness, or rather smartness, of intellect as 
assessed by the intelligence test. 

A genius, on the other hand, in contradistinction to most 
of us, occasionally thinks for himself and perforce is a bit.of 
an outcast from the clan and consequently undesirable in the 
‘psycho-analytical sense ; or he must possess a heaven-born gift 


of intuition, which perhaps is much the same thing. 


Now success presages neither of the above attributes, and 
although in business a little of the latter might conceivably 
be helpful, in academic spheres even a trace of the formef 
would prove fatal.—I am, etc., 


Thame, Oxon, May 17. E. GRANGER, MB. 
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Obituary 


GEORGE LOVELL GULLAND, C.M.G. 
LL.D., M.D., F.R.C.P.Ep. 


The death of Prof. Lovell Gulland occurred at his house in 
Edinburgh on May 4. For some time he had been crippled 
py arthritis but he had been seriously ill for only a week. 
He was born in 1862, the son of John Gulland, merchant 
and magistrate of the City of Edinburgh. His brother, 
J. W. Gulland, M.P., was for some years Chief Whip of 
the Liberal Party in the House of Commons. He married 
the second daughter of the late Prof. Masson of the Chair 
of English Literature in the University of Edinburgh. His 
son is Professor of Chemistry in the University of Notting- 
ham, and his daughter is married to Prof. Masson, 
Vice-Chancellor of the University of Sheffield. 


Professor Gulland had a distinguished student career. As 
an undergraduate he acted for a year as research assistant to 
Prof. Ray Lankester at University College. He took the 
degrees of M.A., M.B., and B.Sc. at Edinburgh University. 
His M.D. thesis on the develop- 
ment of lymphocytes is a 
classic In early professional 
days he was resident physician 
to the Royal Infirmary and to 
the Royal Hospital for Sick 
Children, Edinburgh: There- 
after he became private assist- 
ant to the late Sir Thomas 
Grainger Stewart. He _ held 
numerous appointments: physi- 
cian to the Royal Infirmary, to 
the Chalmers. Memorial Hos- 
pital, and to the Royal Victoria 
Hospital for Tuberculosis. He 
was principal medical officer to 
the Scottish Widows’ Fund. 

Gulland had an enormous 
teaching experience. He con- 
ducted a course of practical 
instruction on the examination of the chest at the Victoria 
Hospital. With the late Sir Robert Philip, he held a popular 
class on methods of diagnosis. His classes on haematology 
were among the first of their kind and were largely attended. 
In 1907 he became lecturer on medicine at Surgeons’ Hall, and 
in 1915 he was elected to the chair of medicine in the 
University. By this time his consulting practice had become 
enormous, In 1916 he became consulting physician to the 
Forces at Malta with the rank of colonel. His services were 
recognized by the award of the C.M.G. He was secretary to 
the section of medicine at the International Congress of 
Medicine in London in 1913, and was chairman of the Foreign 
Guests Committee and of the Section of Medicine at the British 
Medical Asociation Meeting in Edinburgh in 1927. 


Gulland was a pioneer in haematology. His contributions 
to its literature were very numerous. He was awarded the 
Freeland Barbour fellowship for the best work carried out in 
the laboratory of the Royal College of Physicians within the 
previous two years, and in 1926 he received the Cullen prize 
of the College, which is awarded to the Fellow who during the 
previcus four years has made the most important contribution 
to practical medicine. At a later date he became curator of 
the College laboratory. Besides numerous magazine articles 
Prof. Gulland was joint author with Dr. Goodall of The Blood, 
and with Prof. Stanley Davidson of Pernicious Anaemia. 
After his retirement from his Chair and from the staff of the 
Royal Infirmary he became a manager of that institution and 
threw himself whole-heartedly into the administration of its 
affairs. 

The great characteristics of Gulland’s personality were his 
boundless energy, his wonderful flow of ideas, his memory, 
and his mental quickness. It is not generally known that the 
citizen of Edinburgh, if so minded, can play golf, catch trout, 
or shoot grouse without crossing the city boundary. It was not 
uncommon for Gulland in an interval between consultations 


to get on to his bicycle, find a nook by a pond and start or 
finish a water-colour sketch: If longer time were available he 
would rig up a friend and announce, ‘‘ There is time for nine 
holes betore dinner: what about it?’’ Unfortunately these 
intervals became mere rare as his work increased, the cycle 
gave way to the motor car, and relaxation was almost entirely 
limited to a spring and autumn holiday, Gulland began to 
suffer from arthritis, and while he remained active till a week 
before his death he was greatly crippled. 


Gulland had no affection for formality or ceremonial. He 
was a capital business man. He was a dignified and much 
respected President of the Royal College of Physicians, but 
the great occasion ’’ had little appeal for him—except, now 
and then, to his sense of humour. His teaching was informal 
and conversational but he gave full value to his audience. In 
his writing he was a little apt to forget that the ordinary mortal 
requires such aids as headings and paragraphs. In speaking he 
had none of the tricks of the orator, but he kept his audience 
interested, amused, and often amazed at his memory and his 
wealth of illustration. Gulland was a great asset at informal 
gatherings. His humour, his mental agility and his willingness 
to contribute in speech, story or song made him a most agree- 
able companion. He had a great place in the life of Edinburgh. 
He was affable and kindly, a delightful host, devoted to his 
family life and (with every reason) a very proud grandfather. 


The following personal appreciation is from the pen of 
another Edinburgh colleague. 


The tidings of Prof. Lovell Gulland’s death have brought 
sorrow into the hearts of his former students, colleagues, and 
countless friends at home and over-seas. Born nearly four 
score years ago, Gulland had a most distinguished career, As 
a young physician in Edinburgh he began those pioneer in- 
vestigations in the research laboratory of the Royal College of 
Physicians upon the morphology of the blood and _ blood- 
forming tissues which entitled him to be styled, in later years, 
the ‘‘ doyen of British haematology.”’ It is in large measure 
upon his work in this sphere that Gulland’s world-wide fame 
rests. Much of his great experience in this subject is embodied 
in Pernicious Anaemia, published in 1940, of which he was 
joint author. Gulland quickly became recognized, not merely“ 
as a keen laboratory worker, but also as a most accomplished 
physician. When I became his assistant physician nearly thirty 
years ago Gulland was a clinical teacher of extraordinary 
intellectual vigour and brilliance. The foundations of his con- 
spicuous success in this field were laid in his early scientific 
training and research. Each day before his ward visit and 
teaching he made a personal study of the material being sub- 
jected to miscroscopical and biochemical analysis. He had a 
complete grasp of his subject, knew his cases thoroughly, yet 
treated them as patients, and had an innate gift, not merely 
of teaching, but of training his students, to each of whom he 
was a friend. In his clinical teaching the art, rather than the 
science, of medicine and the practical aspect of all therapeutic 
measures were constantly kept in the foreground, for he never 
forgot that nearly all his hearers would become medical prac- 
titioners. By reference to cases he had seen in former years 
he would frequently clarify a difficult point in diagnosis, and 
illustrate the value of a particular line of treatment. 


It was in the diagnosis and treatment of acute disease that 
Gulland was pre-eminent. Thus it came about that he was 
facile princeps as consulting physician to the Forces in Malta 
in 1915, when the island, from Valetta to St. Paul’s Bay, was 
a huge hospital, crowded with men evacuated from Gallipoli 
because they were suffering from acute dysentery, enteric 
fever, infective jaundice and other acute conditions. During 
that trying period his robust constitution, sanguine tempera- 
ment and immense capacity for work stood him in good stead. 
His cheery smile and reassuring words could not fail to bring 
fresh hope to thousands of our sick soldiers. From Malta he 
was recalled amidst general acclamation to fill the Chair of 
Medicine and Clinical Medicine in Edinburgh, rendered vacant 
by the death of John Wyllie. During the thirteen years while 
Gulland held that office his lectures on the practice of medicine 
were characterized by a vigorous, lucid and helpful exposition 
of general principles. Throughout those years he was at the 
climax of his activity as teacher and consultant, In the latter 
capacity his professional skill deservedly commanded the confi- 
dence of his medical brethren and the public. His opinion 
was widely sought in all manner of difficult medical problems ; 
in cases of anaemia of obscure origin his verdict was the final 
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court of appeal. He had a rare gift for quickly recognizing 
the essential feature of a difficult case and for not being misled 
by side issues. With him diagnosis was based upon solid 
foundations, prognosis upon sound judgment, treatment upon 
an unrivalled clinical experience. 

After his retirement from the Chair his great powers of 
administration were given full rein as a member of the Board 
of Management of the Royal Infirmary: to his unerring judg- 
ment and tact we are indebted for the happy solution of 
maintaining an adequate and efficient honorary medical and 
surgical staff during the present emergency. For advice and 
guidance upon matters that are sometimes termed ‘‘ medical 
etiquette ’’ younger members of our profession would turn 
to Gulland, for he was the scul of honour, ever seeking and 
holding fast to that which is right and true. He was the very 
embodiment of Burns’s ‘‘ social, friendly and honest man.” 
Everyone liked and admired him; those who knew him best 
loved him most. Unostentatious, of simple tastes and with 
a keen zest in all that is good in life, he was happy in his 
relation with men of all classes, in his work, his pleasures and, 
above all, in his home. A most genial host, he shone in any 
social gathering and had the delightful faculty of enlivening 
with songs of his own composition the informal meetings of 
Edinburgh medical dining clubs. We shall miss our revered 
Chief, colleague, and friend who has passed over to the other 
side, and in the days to come remember with pride and thank- 
fulness his inspiring example.—W. J. R. 


REDMOND ROCHE, M.R.C.S. 


We regret to record the death, at the age of seventy-four, 
of Dr. Redmond Roche, who began his medical career in 
his native Ireland, but was for many years a well-known 
practitioner in the city of Westminster. 


Redmond Roche was educated at Clongowes Wood College 
and what was then known as the Royal University of Ireland. 
He qualified in medicine in 1894, taking the English Conjoint 
diplomas and the licentiateship in midwifery (with special 
certificate in gynaecology), Rotunda Hospital, Dublin. Before 
crossing St. George’s Channel he held a number of posts in Ire- 
land, including that of demonstrator in anatomy at the Royal 
College of Surgeons and house appointments at Richmond 
Hospital, Whitworth Hospital, and Hardwick Fever Hospital 
in Dublin. He was for a time surgeon on R.M.S. Vancouver 
of the Dominion Line, and he also served as surgeon major 
in the 1st Cadet Battalion, King’s Royal Rifles. During the 
early part of the last war he was an examiner of recruits in 
Whitehall and later medical officer in charge of the Scots 
Guards department, Wellington Barracks. In Westminster he 
practised at Eccleston Square, and among other public appoint- 
ments he was medical officer to the Western Dispensary, 
Westminster. He joined the British Medical Association in 
1897, and in 1925-6 he was chairman of the Westminster and 
Holborn Division. But his chief interest in medical affairs 
outside his own practice was as an active member and for many 
years president of the Society of Members of the Royal College 
of Surgeons. He took part, year after year, in moving the 
resolution, always carried and never acted upon, demanding 
the representation of members of the College Council. Unlike 
some of his colleagues in bygone years during these annual 
tilts at the council, Redmond Roche always spoke with the 
greatest suavity and reasonableness ; nobody could better dis- 
guise a combative spirit in a gentle mien. He was a member 
of the Chelsea Clinical Society and contributed to its Trans- 
actions. He was also interested in medico-legal subjects, and 
on these and other matters his name appeared not infrequently 
in the correspondence columns of this Journal. Westminster 
will miss an excellent doctor and an engaging public figure. 


MARY GORDON, L.R.C.P.&S. 


We regret to announce the death on May 5 at Crow- 
borough of Dr. Mary Louisa Gordon at the age of 79. 
She was a woman of great public spirit and independence 
of mind, and widely acquainted with penal methods and 
their results. 


She studied at the London School of Medicine for Women, 
obtained the Scottish triple qualification in 1890, and after 


punished nor reproached. 


varied experience in social medicine and the treatment of 
alcoholism was appointed in 1908 H.M. Inspector of Female 
Prisons and assistant inspector of the State and Certified 
Inebriate Reformatories. For some months during the last 
war she served with the Serbian Transport Column in Mace- 
donia, On retiring from official duties Dr. Mary Gordon 
summarized her experiences and gave earnest expression to 
the conclusions she had reached in a book published in 1922 
under the title of Penal Discipline. Vigorous, racy, at times 
poetical in language, and throughout imbued with an active 
living sympathy for the derelict and diseased, it was the work 
of one who sees her fellow man or fellow woman even in 
tive most abandoned criminal or ‘‘old lag.’’ Those who had 
breathed the prison official atmosphere for any length of 
time and who knew anything of the author were not sur- 
prised to read that at her first round of inspections she un- 
wittingly provided a sensation in several prisons, and also 
that, as an official, she feared she was never true to type, 
The book, however, was not a criticism of officialdom but of 
the prison system, and of its principle of penal discipline 
which was not made by the administrative body but by the 
citizens and voters of this country. Dr. Mary Gordon found 
nothing good in the prison system of her time, and implied, 
without explicitly saying so, tat she looked upon the criminal 
as a sick person and not as a wrongdoer. The argument of 
her book was really for a changed public attitude towards the 
criminal, who should be treated scientifically but neither 
Long before Penal Discipline was 
published she had written a paper on the drug treatment of 
the inebriate, and she contributed the chapter on the inebriate 
derelict to the volume Human Derelicts. 


THOMAS JASON WOOD, M.D., M.R.C.S._ 


Consulting Surgeon, Bradford Royal Infirmary 


We regret to announce the death, which took place at 
Bradford on May 9 after an operation, of Dr. Thomas Jason 
Wood, a well-known consulting surgeon in the West Riding 
of Yorkshire. 


He was born at Sevenoaks in 1866, and was educated at 
Bishop’s Stortford School and University College Hospital. 
In 1890 he qualified M.R.C.S., L.R.C.P. and graduated 
M.B.Lond.; he took the M.D. degree in 1892. At U.C.H. he 
worked under the late Christopher Heath, and held the post of 
senior obstetrical assistant, afterwards acting as R.M.Q. at 
Swansea Hospital. In 1895 he went to Bradford and entered 
into partnership with the late Dr. Mossop as a general prac- 
titioner, and in‘ the same year he was appointed to the 
assistant staff of the Bradford Royal Infirmary, being pro- 
moted to the full staff in 1900. He retired from the full staff 
in 1925 and was appointed honorary consulting surgeon. 


During the 1914-18 war he acted as surgeon to the Bradford — 


War Hospital (St. Luke’s). He was a past-president of the 
Bradford Medico-Chirurgical Society and a past-chairman of 
the Bradford Division of the British Medical Association. 
During the Annual Meeting of the B.M.A. at Bradford in 1924 
he was a vice-president of the Section of Surgery. He con- 
tinued in practice as a consulting surgeon till ten years ago, 
when he retired. His hobbies were shooting, fishing, and 
golf, in all of which pursuits he showed considerable skill. 

As a surgeon Dr. Jason Wood had a flair for diagnosis, 
especially abdominal diagnosis, and this was at a time when 
the ancillary diagnostic services were in their infancy. His 
anaesthetist says that he can hardly call to mind an occasion 
upon which Jason Wood opened an abdomen unnecessarily. 
As a man, to those who did not know him, he appeared to 
be austere and abrupt, but to his intimate friends or to anyone 
in real trouble he was kindness and consideration itself. He 
was honest and straightforward, but could not suffer fools 
gladly. In all that Jason Wood did, whether work or play, 
he was a true sportsman, and to the time of his death he took 
the greatest interest in the welfare and management of the 
Bradford Royal Infirmary. He is survived by his widow 
and two sons and three daughters. 


Many friends (writes R. M.) will mourn the passing of a fine 
gentleman by the death of Dr. Ricnarp Ketry, who for many 
years was one of Arbroath’s most-sought-after and successful 
medical practitioners. Bournemouth, where he spent his later 
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years, has lost an ardent admirer and a picturesque personality. 
Two decades ago Dr. Kelly came south in retirement from a 
strenuous and exacting professional life, which had taken its 
toll of health and strength. He soon found that in the sur- 
roundings of his beloved Bournemouth health and vigour were 
restored and life began again to be joyous and worth-while. 
In his professional capacity Dr. Kelly had the gift of imparting 
confidence and reassurance while, at the same time, he was a 
great assessor of the verities behind his patients’ condition. 
He added to his methodical and painstaking nature a high 
endeavour to keep abreast, despite a busy life, with the vary- 
ing and advancing research and technique of his profession. 
He had been a member of the British Medical Association for 
fifty-two years and to the last was a faithful reader of the 
British Medical Journal. 


One of the few nonagenarians in the medical profession has 
passed away with the death of Dr. Puitip LANCASHIRE Bootu 
of Barrow-in-Furness. Dr. Booth was born in Manchester in 
1849 and received his education at Owen's College. He quali- 
fied M.R.C.S. in 1873, and in the following year was appointed 
house-surgeon at North Lonsdale Hospital, Barrow, then a 
very unpretentious wooden building, and now a modern 
hospital of 154 beds. Very soon he bought a practice and 
settled down in that town, which was then rapidly developing 
as a mining and industrial centre, and there and on the 
adjacent island of Walney he practised for not far short of 
seventy years. Dr. Booth was a member of the British Medical 
Association from 1877 onwards, and was chairman of the 
Furness Division in 1932-3. But he had no ambition to be 
other than a local medical practitioner, serving the North 
Lancashire folk whom he knew so well. He was honorary 
surgeon to the North Lonsdale Hospital down to his death. 
His only outside interests were in Freemasonry, in which he 
attained high Provincial rank, and choral societies and church 
choirs, in which he took an active part from boyhood right into 
old age. It is possible that he was the oldest doctor in practice 
in England. 


Dr. CuRISTABEL LILIE MARGARET GWYNNE-JONES (née 
Charlesworth) was killed by enemy action in one of the recent 
air raids on Plymouth. Che was the wife of Surgeon Com- 
mander T. Gwynne-Jones, R.N., who seems to have been on 
duty in Devonport Dockyard at the time and so escaped. 
Her maid, Dorothy Remick, was killed at the same time. 
Dr. Christabel Gwynne-Jones was educated at Glasgow Uni- 
versity, where she graduated as M B. and Ch.B. in 1921, and 
at King’s College, London, also taking the M.R.C.S. and 
L.R.C.P. diplomas in the same year. 


Universities and Colleges 


UNIVERSITY OF OXFORD 
Miss Ida Mann, D.Sc., M.B., F.R.C.S., has been appointed 
to the Margaret Ogilvie Readership in Ophthalmology trom 
October 1. 
UNIVERSITY OF CAMBRIDGE 


At a Congregation held on May 12 the following medical 
degrees were conferred: 


M.B., B.Cutr.—By Proxy: D. Laing, E. J. C. Kendall, 


ROYAL COLLEGE OF SURGEONS OF EDINBURGH 

At a meeting o: the Royal College of Surgeons of Edinburgh, 
held on May 14, with Dr. H. M. Traquair, President, in the 
chair, the following. having passed the requisite examinations, 
Were admitted Fellows: 

G. J. Cleland, G. J. A. Kirkpatrick, F. B. Korkis, J. C. Milne, 
D. M. Nundy, Marion A. Pearson, O. McC. Spence, W. J. Watt. 

The Henry Arthur Dalziel Ferns Bursary was, after a com- 
petitive examination in organic chemistry in its application to 
medicine, awarded to Mr. N. Meleca. 

The [vison Macadam Memorial Prize was, after a competitive 
examination in inorganic and organic chemistry in its applica- 
tion to medicine, awarded to Miss Mary McDonald. 

The Bathgate Memorial Prize was, after a competitive 
€xamination in materia medica and therapeutics, awarded to 
Mr. E, D, Cameron. 


Medical Notes in Parliament 


Medical Man-power and Alien Doctors 


The question of the Government's treatment of alien doctors 
in relation to medical man-power was raised by Sir HENRY 
Morris-JONES in the House of Commons on May 13. He 
contended that there had been a good deal of chaos and muddle 
in dealing with the matter. Last January there were 1,400 
alien doctors in this country, and roughly only 100 had found 
employment. The fault lay with the multiplicity of Govern- 
ment and Service Departments and Refugee Committees. The 
Central Medical War Committee had an inadequate staff to 
deal with the matter, and he was told that there was only 
one official to deal with this question at the moment. There 
was also serious delay at the Aliens Department of the Home 
Office, which was causing a hold-up. This Department was 
the bottle-neck. It would take three years to absorb these 
alien doctors at the present rate. Some hospitals had 
appointed alien doctors, as they could not get other medical 
assistance, and sometimes it had taken two months to get 
sanction from the Home Office to do this. It was now 
announced that we were to take 1,000 American doctors into 
the R.A.M.C. While he believed in Anglo-American co-opera- 
tion, we should not shout from the housetops about asking 
them to come here and then do an injustice to those who had 
been here for so long. We should not discourage these 
American doctors by putting them into the R.A.M.C. to clean 
instruments for a few hours a day, but should see that their 
skill was made use of in the best possible way. Our medical 
man-power was very badly distributed at present, and in rural 
areas it was often impossible to find a medical man to attend 
even a confinement case. The R.A.M.C. seemed, owing to 
the peculiar character of the war, to have an avaricious appe- 
tite for medical personnel, although there was not much work 
for them to do. The Central Medical War Committee had 
done very valuable work in the war, but the whole question 
had now got beyond them. The Minister of Health ought 
to take the matter into his own hands and appoint committees 
in each county or each county borough of over 250,000 popu- 
lation. The committee should comprise a representative of 
the British Medical Association, a responsible public man 
from the county, and representatives of the trade unions and 
employers. 

Sir FRANcIS FREMANTLE pointed out that the Central 
Medical War Committee was set up by agreement with indepen- 
dent bodies like the Royal Colleges of Physicians and Surgeons, 
and direct representation was given to those bodies. It was 
probably the most representative body of the medical profession 
that could be got. It was obviously a great deal better for 
a question like this to be dealt with by the profession as a 
whole than to be taken over by a Government Department. 
The Central Medical War Committee was as conscious of the 
difficulty of the alien doctors as anyone else, and was as keen 
as Sir Henry Morris-Jones to use these people. There was 
no lack of good will—certainly not consciously. With regard 
to the suggestion that the Ministry of Health should take over 
the whole of the work and appoint local committees, he pointed 
out that Local Medical War Committees already existed in 
each area, which gave up their time to the very unpleasant 
work of deciding among their own colleagues whom they would 
root out from their practice and compel to serve. Continuing, 
he said it was not so easy as it might seem to employ alien 
doctors. Most of them could not talk English or, if they did, 
it was broken English. It was very difficult for them to under- 
stand the ways of the British medical profession and still more 
difficult to understand British patients in order to prescribe 
for them. It was difficult for them to use the organization 
to which they were to be appointed and the conditions and 
circumstances in which they had to recommend the application 
of their advice to their patients. 

Prof. A. V. Hiri said that we had been unexpectedly 
fortunate so far during the war in the matter of our public 
health, but we must not assume that our present good fortune 
would necessarily continue. Britain’s medical resources were 
taxed to the utmost. In ordinary times we might have enough 
doctors as we were organized—that was, for dealing with disease 
only; but we should not have more than from one-third to 
two-thirds of the doctors wanted if health were to be regarded 
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as the essential thing and not the treatment of the disease 
only. In wartime, even more than in peace, we had to think 
ahead. We knew that 3,000 deaths from diphtheria and 60,000 
cases annually could be abolished if only we could think ahead, 
if the Government and the people were not so complacent, and 
doctors were available to carry out the necessary immunization. 
lf we were to avoid disease then far more doctors were required. 
For this reason we could only welcome with gratitude the 
promise of the United States to send 1,000 doctors to help us. 
It was appalling that we should have 1,300 doctors from 
Europe unemployed of the 1,400 available. The story that 
our people would not accept these doctors and that the 
hospitals did not want them seemed to him to be nonsense. 
Many Czech doctors spoke English well and had great profes- 
sional knowledge and skill. The people who raised these 
objections were often disguising their own prejudices by 
referring them to the common people. Actually, little objec- 
tion to the employment of alien doctors was openly voiced 
by the medical profession and practically no objection by our 
people. 

GOVERNMENT REPLY 

Miss HorsBruGH, replying to the debate, said that in the 
employment of alienwdoctors they had to make certain that 
the doctor had skill and that his training was what he professed 
it to be. If he was to go into the hospitals it was natural 
that one must check these things. We had also to check 
that he was loyal to this country. The arrangement by which 
Allied doctors would be welcome to serve in our hospitals 
had been working for about four months. She did not say 
that the number already employed was satisfactory, because 
she thought the machine had got into action too slowly. She 
believed that the number of alien doctors was 1,350 and that 
now 200 or 250 were being employed. Fifty-nine doctors 
obtained employment at a hospital first and then their creden- 
tials were checked. The names of 333 were sent in to the 
Security Department and arrangements were made for 224 
of that number. Then 126 were registered with the General 
Medical Council and she thought they were in employment, 
while 98 remained in the pool that had now been created. 
Their bona-fides had been examined and they were awaiting 
employment. The main scheme had been slow, but we had 
increased the pace, and the numbers now coming through from 
the Home Office Department were at the rate of about 100 
a week. A great many were specialists, and it was not always 
possible to employ them in their own specialty. Doctors were 
wanted most for junior positions in a hospital, but some of 
them would not be suitable for such posts. Others, by reason 
of part-time work and studies, could not give their whole time. 
The Ministry was very anxious that they should be employed. 
She welcomed the 1,000 doctors coming from America. 
While the Army was in this country and troops were stationed 
in a particular town and had no R.A.M.C. doctors they could 
be attended by the local practitioners. But at any moment 
the troops might leave the district, and the personnel of the 
R.A.M.C. must be sufficient to provide for the troops when 
they had to move. It was not necessarily the case that the 
majority of the alien doctors could not speak English. A 
great many of them, however, could not, and one of the 
difficulties might be that of language if the foreign doctors 
were used as we hoped to use the American ones. Those who 
did not speak English, as well as others, found it far easier 
to work in the hospitals with doctors who could assist them. 
The trouble in dealing with alien doctors was not complacency, 
but perhaps a machine that had worked too slowly. The 
checking up had been slow, but it was a great deal better 
to be slow than to make a mistake as to a doctor’s skill or 
his loyalty to the country. She hoped that the numbers of 
alien doctors to be employed would be 100 a week and perhaps 
increased to 150. 

Medical Certification 


On May 15 Mr. CuLVERWELL asserted that absenteeism and 
the transfer of labour were facilitated by the ease with which 
medical certificates could be obtained. He asked Mr. Bevin 
to ensure that doctors granted such certificates only for genuine 
cases of sickness or physical disability. Mr. Brvin said he 
received representations on the ease with which medical certifi- 
cates were alleged to be obtainable in certain cases, He pro- 
posed to consult Mr, Ernest Brown on the matter. In his 
Department certificates given by medical practitioners in their 
private capacity were not necessarily accepted as conclusive. 
An independent medical examination was required when this 


seemed necessary. Mr. CULVERWELL asked Mr. Bevin to 
secure the co-operation of the British Medicai Association jn 
checking “‘ this abuse.’’ He also asked him to ensure wide 
publicity for his reply. Mr. SHINWELL asked Mr, Bevin to go 
into the matter carefully in view of the slur cast on the 
workers, 


Mr. BevIN replied that he was going into the matter. Under 
the Essential Work Order it was possible to test the facts, 
He was satisfied there was at least prima facie evidence that, 
in giving panel certificates, there had not been the care which 
ought to have been exercised. The genuineness of any medical 
certificate could be examined by the Ministry of Labour. He 
reminded the House that constant building up of more forms 
of medical boards involved a great deal of organization for 
what might be a comparatively few cases. In his view the 
medica] profession, ‘‘ like every other trade union,”’ ought to 
accept their responsibilities. Sir FRaNcts FREMANTLE said 
the medical profession was not a trade union and had never 
been. 

Horseflesh in Popular Foods 


Mr. ERNeEst Brown said on May 13 that to some extent 
there was an admixture of horseflesh with beef in various 
articles of popular consumption. Apart from the general pro- 
visions of the Food and Drugs Act, 1938, for the protection 
of purchasers, including those relating to labelling, the Act 
contained detailed provisions relating to the sale of horseflesh 
and articles of food containing it, the administration of which 
was a matter for the local authorities. 


Differential “ Iron Rations.’’-—Major Lroyp GEorGE, replying to 
Miss Rathbone on May 7, said he and his advisers had not worked 
out, in terms of the available commodities, the minimum “ iron 
rations’ necessary to sustain in full health and efficiency heavy 
workers, adults other than heavy workers, children, and _ infants, 
respectively. It was the considered policy to allow the maximum 
possible ration to all rather than differential rations to particular 
categories. He was satisfied that the diet that could be obtained 
under existing conditions was adequate. Difficulties of distribution 
would be insuperable if the rationing system were calculated to 
ensure that everyone could secure the approximate equivalent of 
his appropriate iron ration and no more. He added that plenty 
: ee, on iron rations was available in the Ministry of 


The Services 


ARMY AWARD 
The D.S.O. has been awarded to Lieut. (Temporary Captain) 
Thomas Victor Somerville, R.A.M.C., and he has also been 
mentioned in dispatches for distinguished services in the Middle 
East. 
CASUALTIES IN THE MEDICAL SERVICES 
Navy 

The death is announced of Surgeon Lieut. JoHN MortTIMER 
Watson, R.N.V.R., the younger son of Dr. and Mrs, H. A. 
Watson of Worcester, at the age of 27. He received his 
medical education at King’s College Hospital and qualified 
M.R.C.S., L.R.C.P. in 1938. He had held the post of senior 
resident medical officer at the Royal Buckinghamshire Hos- 
pital, Aylesbury, and was house-surgeon at King’s College 
Hospital. 

Surgeon Lieut. GEORGE THEODORE ROBERTSON WaATI, 
R.N.V.R., was killed by enemy action when his ship, H.M.S. 
Wryneck, was sunk in the Aegean Sea during the recent 
evacuation from Greece. He was the eldest son of Dr. Theodore 
Watt and was educated at Aberdeen Grammar School and at 
the University of Aberdeen, where he graduated M.B., Ch.B. 
in 1936. After qualifying he held resident posts at Aberdeen 
Royal Infirmary, Mount Vernon Hospital, Northwood, Aber 
deen Maternity Hospital, and at the Jessop Hospital for 
Women, Sheffield. He joined the R.N.V.R. in June, 1940, 
when he was posted to the destroyer Wryneck. He had beet 
a member of the British Medical Association since graduation. 


DEATHS IN THE SERVICES 


Colonel WILLIAM SOUTHWICK WILLMORE, I.M.S. (ret.), died 
suddenly at Churt, Surrey, on May 3, aged 68. He was bom 
on August 7, 1872, was educated at Birmingham and at St. 
Thomas’s Hospital, and took the M.R.C.S., L.R.C.P. in 189. 
Subsequently he took the D.T.M. and H. in 1907, the M.R.C-P. 
in 1908, and the M.D. of Durham in 1913. After qualifying 
he held several house appointments at Queen’s Hospital, Birt- 
ingham. He entered the I.M.S. as lieutenant in 1899, attained 
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the rank of full colonel in 1927, and retired in 1929. Most of 
his service was spent in the United Provinces in civil employ, No. 17 
which he entered in 1905. In 1914 he was civil surgeon of . 
Agra and principal of Agra Medical School. In October, 1914, INFECTIOUS DISEASES AND VITAL 


he reverted to military duty and served with the Army until 
January, 1920. He was appointed professor in King George’s 
Medical College, Lucknow, in 1922, and in 1923 civil surgeon 
of Cawnpore. On promotion to administrative rank in 1927 he 
became Inspector-General of Civil Hospitals in Bihar and 
Orissa, where he remained until he retired, after which he 
settled at Felsted in Essex, and was consulting physician to 
Felsted School. He served in the China War of 1900, when 
he took part in the relief of Peking and in the actions at Peh- 
tsang and Yangtsun, receiving the medal with a clasp. He 
had been a member of the British Medical Association for 
fortv years and was chairman of the Mid-Essex Division in 
1937. 


EPIDEMIOLOGICAL NOTES 


Infectious Diseases for the Week 


The incidence of the common infectious diseases in England 
and Wales, with the exception of whooping-cough, showed 
only slight variations from that of the previous week. In 
Scotland the notifications of whooping-cough and dysentery 
have increased 100%, and a considerable increase has occurred 
in the incidence of cerebrospinal fever and typhoid fever. 
The number of cases of measles has declined by 68 for the 
whole country, but the returns for the individual counties 
showed some fluctuations: from Durham, Kent, and London 
over a hundred more cases were recorded than in the preced- 
ing week. The incidence of scarlet fever decreased by 35 
cases during the week under review and the notifications were 
the lowest since last summer. A slight increase, 35, in the 
number of cases of diphtheria was reported in England and 
Wales. With the small decrease, 9, in the returns for Scot- 
land the incidence of this disease reached the lowest level of 
recent months. The relatively large increase in enteric fever 
in Scotland, from 45 to 75 cases, was due to an outbreak of 
paratyphoid fever in Dundee, where 55 cases were reported 
during the week. 
Whooping-cough 


AX general rise in the incidence of this disease is recorded 
for the week under review. In England and Wales 4,187 
fresh cases were notified, an increase of 619, and in Scotland 
549 cases, an increase of 330, In England and Wales the 
increase was distributed over the whole country, the largest 
rises being in Surrey, Lancashire, and York, West Riding, 
where the+totals were respectively 79, 70, and 69 in excess 
of those of the preceding week. Whooping-cough is not 
generally notifiable in Scotland, and the returns are dominated 
by the experience of Glasgow, which contributed four-fifths of 
the total cases notified in the country. 


Dysentery 


For the third consecutive week the number of notifications 
of dysentery in England and Wales has shown a fall. Only 
8 further cases were recorded in the Hertfordshire outbreak, 
but another rise occurred in Whiston R.D., Lancs, where 15 
fresh cases were notified. In Scotland the number of cases 
of dysentery was doubled, 68 compared with 32 in the previous 
week: 24 of the cases were reported from the county of 
Argyll, and the cities of Aberdeen and Glasgow contributed 11 
and 8 cases respectively. 


Cerebrospinal Fever 

There was a slight decrease, 17, in the notifications of this 
disease in England and Wales during the week. The general 
trend of this disease during the past seven weeks has been to 
oscillate round a constant level. The rate of decline in the 
ten weeks following the maximum has been less than that 
experienced in the epidemic of last year. Isolated cases of 
cerebrospinal fever were reported from all over the country, 
but half of the total cases were from only five counties— 
Lancaster 54, London 22, Warwickshire 18, Yorks W.R. 39, 
and Glamorganshire 20. The returns for Scotland showed an 
increase for the second consecutive week and the total reached 
the level recorded in March. The largest outbreaks were those 
of Glasgow, 32 cases, and Edinburgh, 11 cases. 


STATISTICS 


We print below a summary of Infectious Diseascs and Vital Statistics in the 
British Isles during the week ended April 2 


Figures of Principal Notifiable Diseases for the week and those for the corres- 
ponding week last year, for: (a) England and Wales (London included). (b) London 
(administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 


Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
b) London (administrative county). (c) The 16 principal towns in Scotland. 
i ba 13 principal towns in Eire. (e) The 10 principal towns in Northern 
reland, 


A dash — denotes no cases: a blank space denotes disease not notifiable or 
no return available. 


194] 1940 (CorrespondingWeck) 
Disease 
(a) (b) | (c) | (d)| (e)} (a) | (b) | (d)] Ce) 
Cerebrospinal fever .. 309 22 97} 4 Of 385) 33) 72) 4) 3 
Deaths 2 5 5 
Diphtheria ..  .. {| 912] 40) 213] 23) 26) 680] 37] 44] 26 
Dysentery 106 18] 63 42) —| 44 
Enteric (typhoid and 
paratyphoid) feve 264 — 75} 5) — 
544 8] 4, 62| 5 fer 
eaths 
Infective enteritis or 
diarrhoea under 2 
years 
Deaths 31 5 8 26] 6] 6] 8 
Measles . 13,883} 423| 126) | 4] 4.568] 38] 3051 | 162 
Ophthalmia neona- 
torum ais gl 3 12 17 
Deaths 
Pneumonia, influenzal* 1,095 4 16} 9] 3h 925) 69} 5) 12 6 
leaths rom_in- 
Pneumonia primary .. 260 12 248) 17 
eaths ou 15} 19 
Polio-encephalitis, 
Deaths 
leaths _ — 
Puerperal fever .. 2 15 2} 2] 24 — 
eaths 
Puerperal pyrexia 121 3 15 170 13} 30 2 
leaths oe 
leaths 
Scarlet fever tozr| — 47 931} 38) 130] 57] 52 
Deaths 4 —|— ~ 
Whooping-cough 4,187| 114] 549] | 7) 646} 15] 42 7 
Deaths 32 2] 18) W— 
Deaths (0-l year)... 387 32| 83| 27| 25f 416] 46} 45 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- 
irths aa 6,770 | 1,798 | 698] 208} 493} 5.226} 849) 725 237) 187 
Annual death rate 
(per 1000 persons 
living) 15.2] 13.8] 43.2 13.1115.8] 16.4 
Live births | 5,258 | 398] 914] 390] 237] 6,530] 997] 980] 373] 279 
Annual rate per 1,000 
persons living 18.6! 25.9] 20.8 19.2] 24.9] 24.5 
Rate per 1,000 total 
births (including 
stillborn) .. 32 4) 


* Includes primary form in figures for England and Wales, London (adminis- 
trative county), and Northern Ireland. 
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Letters, Notes, and Answers 


Those who are interested in the Near East and in medical 
international work are invited to the forty-second annual 
meeting of the Lebanon Hospital for Mental Diseases, Syria, 
on Thursday, June 5, at 4.15 p.m., in the garden lounge of 
the Westway Hotel, Endsleigh Street, London, W.C. The 
speakers include Mrs. Somerville Smith, representative in 
london of the British-American Ambulance Corps, and M 
Mathieu, formerly interpreter at the League of Nations, who 
will speak on the situation in Syria 


The seventy-fifth anniversary of the founding of New York 
City Department of Health was observed on March 5, when 
the speakers were Mayor La Guardia, Drs. John L. 
Rice, health commissioner, Haren Emerson, and Jones 
Alexander Miller. Seventy-five years ago the general death 
rate was 35 per 1,900 of population and the infant mortality 
245 per 1,000 live births. Last year the death rate was 10.3 
and the infant mortality 35. 


The sixty-fourth annual meeting of the American Dermato- 
logical Association was held at New Orleans from April 7 to 10. 
The proceedings included a clinical session at the National 
Leprosarium at Carville, Louisiana, which gave an exceptional 
opportunity for the study of leprosy. After the presidential 
address by Dr. William H. Guy twenty-two miscellaneous 
papers on clinical and pathological aspects of skin diseases 
and syphilis were read and discussed on the first, second, and 
third days. The final scientific session was given up to a 
symposium on superficial fungous infections. A report on the 
effects of copper sulphate iontophoresis in a series of cases 
of fungous infection of the skin showed the failure of such 
treatment to act as a fungicide. A report on the preparation 
and clinical application of undenatured trichophytin indicated 
that this is a satisfactory antigen for diagnostic and thera- 
peutic purposes. Another report suggested that there were 
two separate factors in trichophytin: one a skin reactivity 
factor, and the other a desensitizing or therapeutic principle. 
There was also a report of an analysis of fungi found on the 
feet and in shoes in dermatophytosis, and a statistical analysis 
of eighty-eight replies to a questionary on familial and con- 
jugal transmission of two common forms of fungous infec- 
tions of the glabrous skin. 


The Minister of Food has made an Order, to come into force 
on June 2, prohibiting, except under licence, the manufacture 
or sale of vitamin C. The Order does not apply to the manu- 
facture or sale of vitamin C for medicinal, pharmaceutical, 
or scientific purposes. Applications for licences should be 
made to the Ministry of Food, St. John’s College, Oxford. 


The names of Dr. Richard Arden Jones, Emergency Medical 
Service, Newmarket, and Dr. William Thomas Garthorpe Boul, 
medical officer of health, Civil Defence Services, Thurrock, 
have been brought to notice for brave conduct in civil defence. 


BATTERIES FOR THE DEAF 


The Board of Trade announces that arrangements have been 
completed for the manufacture of an adequate supply of high- 
tension batteries to meet the needs of deaf persons who use 
hearing aids. Owing to Service requirements of batteries, it 
has, however, been found necessary to curtail considerably 
the number of different types of these batteries, and manufac- 
ture will be restricted to an agreed range of standard types. 

The new types have been designed to cover the require- 
ments of all existing United Kingdom makes of hearing aids 
which employ high-tension batteries, but it may be found 
that some instruments will need minor modification in order 
to accommodate them. In general, it will be found that the 
new batteries are rather larger than those formerly in use, 
but every endeavour has been made to ensure that alterations 
to instruments, where necessary, shall be of a minor character 
and confined to the battery casing only. No modifications 
will be required in the mechanism of any instrument. Users 
of hearing aids are advised to communicate with the manu- 
facturers of their apparatus, who will inform them of the most 
appropriate new types of battery and of any modifications to 
their sets which may be necessary, 


All communications in regard to editorial business should be 
addressed to THE EDITOR, British MepicaLt Journat, B.M.A, 
House, TAVISTOCK SQuARE, W.C.1. 

Authors desiring REPRINTS of their articles must communicate 
with the Secretary, B.M.A. House, Tavistock Square, W.C.1, on 
receipt of proofs. Authors over-seas should indicate on MSS, 
if reprints are required, as proofs are not sent abroad. 

ADVERTISEMENTS should be addressed to the Advertisement 
Manager (hours 9 a.m. to 5 p.m.). Orders for copies of the 
Journal and subscriptions should be addressed to the Secretary, 

TELEPHONE No.—B.M.A. and B.M.J.: EUSTON arrt. 

TELEGRAPHIC AppREssEs: EDITOR, Aztiology Westcent, London; 
SECRETARY, Medisecva Westcent, London. 

B.M.A. Scottish OrFice: 7, Drumsheugh Gardens, Edinburgh. 


QUERIES AND ANSWERS 


Income Tax 
Annuity Policy 


“Francis ”’ has ‘‘ for a number of years”’ paid £86 for an annuity 
payable at sixty-one. Is he entitled to any allowance ? 


* * The answei is No, unless the policy (a) was taken out on 

* or before June 22, 1916, or (b) was ‘‘ made in connexion with 
any superannuation or bona-fide pension scheme for the benefit of 
the employees of any employer or of persons engaged in any 
particular trade, profession, vocation or business.”’ 


Service in Forces Abroad : Wife’s Income 


“PERPLEXED” has been abroad on naval service and is regasied 
as ‘‘ non-resident ’’ for the years 1938-9 and 1939-40. His wife 
was also abroad, and her income, though not liable to British 
income tax, has to be brought into the computation of “ Per- 
plexed’s ”’ proportionate liability on his naval pay. Is this correct? 


* * Apparently it is. It may not follow that ‘‘ Perplexed” is 

* worse off because he is regarded as a non-resident if (as may 
be the case) his own residential circumstances might be taken into 
account in deciding whether his wife is to be regarded as a non- 
resident for the years in question. Tax on her income would far 
outweigh the present loss. In the circumstances ‘‘ Perplexed ”’ is 
advised to await the result of his plea for reconsideration on 
equitable grounds. 


Motor Car—Replacement Allowance 


N. F.” bought a car in 1934 for £505 and sold it in 1939 for £47, 
buying a small car for £174. No depreciation allowance has been 
claimed. The inspector of taxes now proposes to allow only 
£174- £47=4£127—i.e., the actual out-of-pocket expense. Is this 
correct ? 


* * Yes. Depreciation should be claimed each year, because 

* the lump sum claim cannot exceed the net cost of the 
replacement. We advise ‘‘ N.F.” to lodge a claim to reopen the 
past six years’ assessments on the ground of an error or mistake: 
in his past returns—i.e., the omission to claim depreciation allow- 
ance, But if the omission was deliberate the claim is not a good 
one. 


LETTERS, NOTES, ETC. 


Nitrous Oxide for Dental Anaesthesia 


The BritisH OXYGEN Company LimiITED write : We would refer vou 
to Mr. B. Richardson Billings’s letter (April 19, p. 608), in which 
he states that he has been ‘‘ driven to the conclusion that the 
war product differs considerably in its effects (and possibly in 
its method of production) from pre-war nitrous oxide.’’ As the 
manufacturers of practically the total consumption of nitrous 
oxide in thé country we should like to state that there is no 
difference whatever in the quality as compared with pre-war days. 
Certain manufacturers of quality products may, in wartime, have 
difficulty in securing a regular supply of first-grade raw materials 
and are thesefore unable to maintain their high standards, but 
in the case of the manufacture of nitrous oxide no such difficulties 
have arisen, and we make the definite statement that our high 
standard of purity is comparable with pre-war production. When 
practitioners are not obtaining the best results we find on most 
occasions that a minor adjustment to their medical apparatus 
remedies matters. 


Corrigendum 


Dr. James REID wishes to draw attention to an error in his article 
on ‘‘ Prothrombin Deficiency in Disease of the Liver and Bile 

On page 580, column 1, line 5 

“ M/40 


Passages ’’ (Journal, April 19). 
““M/10 calcium ehloride golution ’’ 
calcium chloride solution.” 


should have read 
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